(o) 4

Contract No.: 240-94-0035-000 |
MPR Reference No.: 8435-900

APILOT STUDY TO
IDENTIFY
INFRASTRUCTURE
BUILDING ACR0OSS HRSA
PROGRAMS

March 1999

Authors;

Rose Marie Martinez

Embry M. Howell

Sara Roschwab

Rebecca Kliman

Submitted to: Submitted by:

HRSA/OPEL Mathematica Policy Research, Inc.
12300 Twinbrook Parkway 600 Maryland Ave., SW, Suite 550
Room 605 Washington, DC 20024-2512
Rockville, MD 20852 (202) 484-9220

Attention: Jessca Townsend






Chapter

CONTENTS

Page
EXECUTIVE SUMMARY ... e e e IX
INTRODUCTION . .ot e e e et 1
A. PROGRAM BACKGROUND ........ .. e, 3
L HIVIAIDS ClUStEr ... .3
2. Maernad and Child Hedth (MCH) Cluster ...t 5
3. Primary Care Cluster ... e )
4, Hedth Professons Traning Cluger ..., 8
B. METHODOLOGY ...\ttt ettt e 9
L Andytic Framework ......... .. .9
2. Site Vist Approach ... 10
C. STUDY SITECHARACTERISTICS. ... .. i 15
L BOSION ottt .15
2. Cleveland . ... ... . e 19
3. PhoeniX .. .21
INFRASTRUCTURE DEVELOPMENT ....... R ,-23
A. DEVELOPING AND SUSTAINING COLLABORATIVE
RELATIONSHIPS . . ... e e 23
1 Building Collaboration Structures .................cccovvin.... .26
2. Collaboration Among HRSA Programs .............ccovvvvenn.. .30
B. ASSESSMENT AND PLANNING . ... ..o 40
L Neels ASSESIMENt ...ttt e i .40
2. Resource Planing ... .41
3. Improved Services Through Assessment and Planning. ............ .43
C. DEVELOPING FINANCIAL RESOURCES. . ........ccovii e 44
1 HRSA Grantsas Seed MONgy ..........coviiiiiiiinniennnn. .45
2. Sharing Funds Among HRSA Programs ...............coooiine.. . 46
3. Changes in Program FOCUS ..........oiuiiiiiii i .47

1o
m



CONTENTS (continued)

I
(continued)

D. DEVELOPING HUMAN RESOURCES ............coiviivnnn... .49
1 Hedth Professions Training Programs and CHCs ................. 50
2. AHECs and Other Hedth Professons Programs ................. 51
3. Hedth Professons Training and Other HRSA Programs ........... .53

MARKET CHANGES AND THE CHALLENGES FACED

BY HRSA GRANTEES ... ... . e, 57
A. SHIFTS IN THE DEMOGRAPHIC AND POLITICAL
LANDSCAPE . ... e e, 57
B. THE EVOLUTION OF MEDICAID PROGRAMS.................. .58
C.RESTRUCTURINGOFPROVIDERS. . ..., 60
D. TECHNOLOGICAL CHANGE ..ottt .. 61
E. MARKET EFFECTS ON INFRASTRUCTURE DEVELOPMENT ..... .62
L Collaboration ...t .62
2. Asessment and Planing ... .63
3. Resource Development ..............c.oiiiiiiiiiiiiiiiaen. .64

SUGGESTIONS FOR FACILITATING INFRASTRUCTURE

DEVELOPMENT THROUGH HRSA PROGRAMS . . . ....... ... .. ... .. .67
A. GRANT PROPOSAL REQUIREMENTS. . .......... ... ... .. .. ... 68
B. COLLABORATION REQUIREMENTS. .., ... ... ... .ot 70
C. SETTING STANDARDS AND MEASURING PERFORMANCE ., ... .72
D. PROGRAM TECHNICAL ASSISTANCE . ... ... e 74



CONTENTS

Vi

(continued)
HRSA STAFFFEEDBACK .. ... e e 77
A. THE PILOT STUDY AS A LEARNING TOOL FOR
HRSAMANAGEMENT ... ... . 77
1. Opportunity to View Infragtructure Building
attheCommunity Level ........ .. ... .. 77
2. ldeasfor ImprovingHRSA Programs. ............. .. ..., 78
3. Opportunities for Hypothess Development and
Ideasfor Future Evaluations. . . ...........o i 79
B. HRSA/MPR RESEARCH TEAMS . .. ... ... e, 81
CONCLUSIONS . . .o e e e e e e e 83

A. DEVELOPING AND SUSTAINING STRONG

COLLABORATIVERELATIONSHIPS. . ... 83
B. CONDUCTING ASSESSMENT AND PLANNING

ACTIVITIES . . .o e 85
C. DEVELOPING FINANCIAL AND HUMAN RESOURCES. .......... 86
D. LESSONSFROM THE PILOT STUDY ......... R v 87

APPENDIX A: CROSS-CUTTING COMMUNITY

CASE STUDY PROTOCOL






.1

TABLES

Page
SITEVISIT INFORMANTSBY PROGRAM CLUSTER .. ................. 12
POPULATION DISTRIBUTION OF STUDY SITES
BYRACEANDETHNICITY ... e e 16
HEALTH MARKET CHARACTERISTICS OF STUDY
ST ES . e 17
EXAMPLES OF INFRASTRUCTURE-BUILDING
ACTIVITIES . . .. e 24



*r



EXECUTIVE SUMMARY

STUDY GOALS

The Hedth Resources and Services Adminigration (HRSA), through a variety of programs,
promotes access to quality hedth care for underserved, vulnerable, and specid needs populations.
This is accomplished in part by cregting an infrastructure that supports the health care safety net that
assures the availability& persona hedth care services HRSA’s Office of Planning, Evaluation.
and Legislation (OPEL ) contracted with Mathematica Policy Research, Inc. (MPR) to conduct a pilot
sudy of how HRSA money is used a the locd leve to create and maintain this safety net. The
study has two gods. One is to describe how HRSA programs contribute to the development of a
hedth infrasructure a the community leve. The other is to test the use of a Ste vist methodology
to gather this information.

Communities often receive funds from numerous HRSA programs, such as Ryan White, the

Matermat-and-Child-Health Title 'V ‘block grant, Community and Migrant Health Centers, and the

National Héalth Sérvice Corps. The question therefore arose of whether it is possble toexamine
a c’c?t”ﬁ“”muniwwmxdwdés_jc”ﬁ”ﬁéﬁg?& HRSA programs contribute to its hedth care. infrastructure and-how-
the many streams of HRSA funds collectively affect the development of the. infrastructure. The
restiits of the sudy are intended to help the agency develop measures of the activities designed to
develop and sudtain the hedth care infrastructure.  Until now, HRSA has found it difficult to

convindingly describe and highlight the vaue of such adtivities

METHODS

The study team made two-day dte vists to three communities-Boston, Massachusets,
Clevdand, Ohio; and Phoenix. Arizona. The three Stes were sdected from the communities that
are being sudied by the Center for Studying Hedth System Change as well as the Public Hedth
Tracking Study conducted by MPR. Limiting the choice of study to those communities ensures that
a wedth of contextuad information is avalable on the communities and that the communities
represent a diversity of market characteristics. This is important because HRSA wanted to observe
the influence of market changes on its programs. Additiond criteria for Ste sdection were the
presence of a range of HRSA programs and geographic diversity.

Each community was visted smultaneoudy by two research teams. Each team consisted of one
MPR senior health researcher, a least one representative from OPEL, and at least one representative
from a HRSA programmatic area. This arrangement let HRSA program representatives view closdy
both programs they were familiar with as well as some HRSA programs with which they were less
familiar.

Site vigtors used semi-dructured interview protocols to conduct one- to two-hour interviews
with program directors, staff, subcontractors, practitioners, and others. The information obtained
in interviews was supplemented with background information on each program. The principa
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programs targeted in the interviews were Ryan White Titles | and 11, Specid Projects of Nationa
Sgnificance, AIDS Education and Training Centers, the Title V Maernd and Child Hedth Block
Grant, Community Integrated Service Sysems, Hedthy Start, Community Hedth Centers, Primary
Care Associations, Primary Care Organizations, Area Health Education Centers, the National Hedlth
Service Corps and Title VII primary care training grants.

FINDINGS

The findings from this pilot study are organized around the themes that characterize the
infragtructure-building activities of the sudy communities. (1) developing and sudtaining effective
collaborative relationships within and across HRSA programs, (2) assessing the need for services,
(3) deveoping financid resources, and (4) developing and distributing human resources.

Developing and Sustaining Collaborative Relationships

This gudy hypothesized tha community infrastructure benefits from the investment of
numerous HRSA programs in one place, and collaboration among programs. Study questions
therefore invedtigated both the extent and impact of collaboration. HRSA enhances this
collaboration by requiring grantees to develop and sudain forma dructures for encouraging
community participation, such as consortia and community-based boards. Building collaborative
relaionships, however, is not easy, as shown by the experiences of Ryan White planning councils
and Hedthy Start consortia For some councils/consortia, collaborative relationships are hampered
by turf issues, muddied lines of responghility, the absence of a cler mission, and problems in
engaging the participation of key stakeholders. However, some of the Stes we vidted have moved
< beyond these difficulties and are now regping the benefits of collaboration. HRSA management
practices are in some cases indrumentad in edablishing collaboration and infrastructure
development.

The communication among disparity groups tha occurs in wel-functioning consortia
encourages functioning groups that promoted better ways to combine, target, and alocate resources.
For example, these bodies dlow providers and a variety of community representatives to work
together to address a single issue affecting vulnerable populations. In some cases, disparate efforts
have been channded to reduce duplication. In increasingly competitive markets, collaboration is
key to ensuring that the needs of vulnerable populations are addressed and that their traditiond
hedth care providers survive.

Because of the difficulties involved in establishing collaborative relationships, the people we
talked to suggested that HRSA play a stronger role by (1) more clearly defining the purposes and
expectations for collaboration for its programs, (2) ensuring collaboration among programs a the
federa level before the related loca programs are asked to engage in this difficult process, and (3)
establishing more compelling incentives for programs to collaborate.



Assessing and Planning Activities

Strong hedlth care systems for poor’or otherwise vulnerable populaions become stronger when
the limited avallable funds are didributed equitably and efficiently across programs. In the changing
hedth care market, coordinated assessment and planning activities may make the difference in being
able to play an effective role in state and local hedth policy decisons.

HRSA palicies promote planning activities that fodter this kind of rationa dlocation of limited
resources. For instance, the grant gpplication process and other program activities generdly require
some form of forma needs assessment and planning activities. While this process is somewhat
perfunctory for some programs in some communities, for others it served as an important tool for
Seting program priorities. Assessment and planning activities have adso had a sgnificant impact on
the ability of program daff to identify opportunities for improving services and for solving delivery
system problems.

We observed numerous examples of better-coordinated and better-integrated services that have
come about as the result of locd efforts to assess the service delivery landscape, to streamline
sarvices, and to share fiscd and human resources. We dso observed service delivery systems in
which coordination and integration were less than idedl because opportunities for improvement were
missed. For example, community hedth centers, primary care office programs, and maternd and
child hedth programs often did not coordinate their assessment and planning activities even though
these programs serve some of the same populations.

Local program managers had several suggestions for HRSA management about how to facilitate
assessment and planning activities. HRSA should review  data-requirements for major HRSA
programs and develop a common template. for a core set of needs assessment data, and required data
should be available from &Xigtif data sets to the greatest possible extert. HRSA should aso teke
a grong role in encouraging data sharing and planning activities among programs serving Smilar
populations.

Developing Financial Resour ces

HRSA funds are not typicaly the total support of an organization--indeed, they are usudly only
a andl portion of revenues. However, the vaue of even a smal amount of funds can be enhanced
if the money is used cregtively and efficiently. We were told repeatedly that HRSA funds, regardless

of the amount, are used to leverage additional fummlduafymmstﬁutmm o

expand“p‘!‘i’igrams Accordmg to our informants, some essential sétvices woild not exist or would

Changes in the hedth care market, particularly the restructuring of private sector provider
organizations to expand service areas and improve market share, have become a threat to some
HRSA grantees. CHCs in paticula are chdlenged to remain financidly viable in increesingly
aggressve markets. We heard of CHCs developing drategic dliances among themselves-and with
other providers to more effectively compete and ensure services for vulnerable populations. We dso
heard that trying to compete and leverage funds can distract from a program’s safety net mission.
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But generaly, HRSA funding and grant requirements help programs staff to stay focused on serving
vulnerable populations. For example, despite strong market pressure, CHCs often have rdied on
grant reguirements to resist integrating with noncommunity-based health plans and hospitas that do
not share their community-based philosophy.

Developing Human Resources

A Kkey barrier to hedth care access in underserved communities is the lack of physcians who
can address patients hedth care needs in a way that is congruent with their socid and economic
environment. HRSA training programs are far-reaching. Agency-supported family medicine and
other training programs expose residents and students to safety-net providers, letting them see how
care can be tallored to the specid needs of vulnerable populations. Moreover, training programs
provide an opportunity for hedth providers to identify students as potentid new employees who can
bring new knowledge and up-to-date practice guidelines to a community.

Market forces draw practitioners away from the inner city, creating underserved areas. CHCs
are often a a competitive disadvantage in terms of hiring and retaining providers because they are
lured away by the better working conditions, higher sdaries, lower adminigrative burden in the
private sector. Numerous respondents reported the importance of Nationa Health Service Corps.
providers in helping to overcome the human resource deficit in safety net providers.

METHODOLOGICAL LESSONS

As alearning tool for HRSA management, the pilot study has been useful in severa ways. Firg,
it has given HRSA representatives both first-hand knowledge of concrete infrastructure-building
activities and the opportunity to observe in person a variety of HRSA programs. Second, the study
provided an opportunity for informants and HRSA representatives to express numerous ideas for
improving HRSA programs. In many cases, these ideas have to do with the areas in which programs
need technicd assgance from HRSA. Other idess take the form of specific suggestions for
improving how HRSA programs conduct activities The study aso suggested possble indicators
that HRSA might use to define messures of program performance in infrastructure building. Findly,
the exploratory nature of this pilot study encouraged brainstorming, which generated new ideas and
hypotheses that could be tested in more forma evaluations of HRSA programs.

Overdl, the pilot study shows that a reasonably low-cost approach to dte vists dong with a
rapid assessment of results can help HRSA understand the collective impact of its programs in a
community. The project dso reveds the components that underlie infrastructure-building activities.
While these components need to be further refined. they can provide a framework for future studies
of this sort which may help HRSA managers improve access to care in underserved communities
and for underserved populaions through infrastructure development.
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. INTRODUCTION

In fall 1997, the Heelth Resources and Services Adminigtration (HRSA), one of the eight Public
Hedth Service (PHS) operating divisons of the Department of Hedth and Human Services (DHHS),
contracted with Mathematica Policy Research, Inc. (MPR) to conduct a pilot study that would take
the first step in determining whether it is possble to measure HRSA efforts to develop the public
hedth infrastructure usng a rgpid assessment dte vist methodology. HRSA is responsble for
leadership in “generd hedth service and resource issues relating to access, equity, qudity and cost
of caeg’ (HRSA 1993). To this end, HRSA didributes it resources to communities to provide
savices to many vulnerable groups incuding low-income people living with AIDS, children with
speciad hedth care needs, and individuas resding in underserved geographic areas. Communities
provide these services through a variety of programs that promote access to qudity hedth care,
improve service ddivery, provide hedth education, train hedth professionals, and serve underserved
and vulnerable populations. Many communities receive severd HRSA grants to provide direct
savices. These grants dso often create the infrastructure, or framework, needed to ensure the
avalability of persond hedth care and population-based public hedth services.

The study documented in this report was commissioned as part of HRSA’s effort to assess two
agpects of its misson: (1) how its programs help communities address their hedth care needs and
(2) its role in hdping communities respond to the current rapid and dramatic market changes that
aso affect the public sector hedlth care sysem.  Specificdly, HRSA asked MPR to identify (1) the
ways in which HRSA programs fadilitate infrastructure building a the community levd, (2) the
influence of market changes on HRSA programs, and (3) lessons from the methodology piloted in

the study.



Previous work commissoned by public and private sponsors in 12 communities provided the
background for the study.! The public hedth care sysem in these communities is rgpidly and
dramaticdly changing. States are taking a variety of gpproaches to Medicaid managed care, and,
in response, the dructure of public hedth services in many of the communities is changing. To test
the ability to observe the influence of market changes on HRSA programs and program responses
to these changes we visted dtes with different managed care penetration rates and proportions of
uninsured resdents.

The adility to measure the effect of HRSA infragtructure-building activities rets on an
understanding of the infragtructure itself and its development in the context of HRSA programs.
This study represents the firs step toward this understanding. Structured interviews provided a
systemétic way to examine how grant managers and providers see the role of HRSA programs and
how they contribute to infrastructure building. The interviews explored the interrdationships among
HRSA programs, with a specid focus on how they can be mutudly reinforcing and how they

dimulate and improve services to vulnerable populations.

‘The Community Tracking Study is a mgor initigtive of the Robert Wood Johnson Foundation
to track changes in the hedth care system over time and to gain a better understanding of how hedlth
sysems changes are affecting people. The Public Hedth Tracking Study is sponsored by the
Department of Hedth and Human Services, Office of Disease Prevention and Hedth Promotion.
It is a collaerd study to the Community Tracking Study that tracks changes in the hedth care
system and how they impact loca hedth departments ability to carry out population-based services.
For more information on these studies see Kohn L., Kemper, P., Baxter, R., Feldman, R. Ginsberg,
P. (editors). Hedth Sysem Change in Twelve Communities. 1997 Center for Studying Hesalth
System Change; Washington, DC; and Martinez, R. M, Clogter, E., and . Peter, R. County-Level
Tracking of Public Health Functions and Policy Issues. Year 1. Interim Report. December 1997,
Mathematica Policy Research, Washington, DC.
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A. PROGRAM BACKGROUND

Reforms in gate and loca markets are rapidly transforming the ddivery and financing of hedth
care, and these changes are having a tremendous impact on the public hedth care sysem. The
combined effects of dwindling resources, fragmented services, managed care, and an increasing
number of uninsured people are prompting policymakers to hep community organizations to come
up with new ways to deliver public hedth services and to be accountable for their choices. At the
same time, the Medicaid and the Child Hedth Insurance Programs have expanded coverage for some
individuas who have relied on locd hedth depatments and HRSA-funded service delivery.
Grantees that implement HRSA programs have an opportunity, and are required in some cases, to
view ther programs in a community context, as being an integrd part of the community resources
that address public hedth needs. This pilot Sudy was seen as a way to help HRSA management
develop a drategy for assessing the extent to which its programs are achieving their infrastructure-
building objectives.

The study explores the ways in which HRSA programs interact a the community leve to build
infrastructure. These programs cluster around four service areas (1) HIV/AIDS, (2) maternal and
child hedth , (3) primary care sarvices, and (4) hedth professons training. A brief description of the
programs in each clugter follows. Not dl HRSA grant programs could be included in the study since

not al programs are represented in the cities visited.

1. HIV/AIDS Cluster
a. Ryan WhiteTitlel
Title| of the Ryan White Comprehensive AIDS Resources Emergency Act of 1990 (CARE Act)

isagrant program for cities that have reported 2,000 or more AIDS casesto U.S. Centers for Disease



Control and Promotion. The grant funds community-based outpatient health and support services
for low-income persons living with HIV/AIDS and for their families Services include prescription
drugs, case management, counseling, transportation, nutritiona services, home and hospice care, and
many other support services. Each Title | grantee is required to establish a planning council
responsible for seting priorities for funds. The council must consst of representatives from 11
specific groups, such as dtate and locd hedth agencies, consumer groups, and other community

organizations.

b. Ryan White Titlell

Funding from Title Il of the Ryan White CARE Act flows to dtates to develop comprehensve
plans for providing hedth care and support services to people living with HIV/AIDS and to their
families. Funding is distributed among States according to a formula based on (1) the number of
AIDS cases reported in the state during the most recent two-year period and (2) the per capita
income of the Sate reldive to the nationd average. States may use their Title |l funding to support
one or more programs in the following categories. developing HIV care consortia, providing home
and community-based care sarvices, asssing with hedth insurance coverage, and providing
treatments and pharmaceuticals. States that receive Title 11 funds must match the federa Ryan

White Title Il grant according to a yearly formula

¢. Special Projects of National Significance (SPNYS)

The SPNS is a grant program funded through Part F of the Ryan White CARE Act and
administered by the Office of Science & Epidemiology of the HIV/AIDS Bureau. This program was
established in 1991 to advance knowledge about treatment and care for people with HIV/AIDS.

Using a competitive grant-award process, the SPNS program provides financid assstance to



nonprofit organizations that want to conduct evaluations and/or demondrations of innovative and
replicable modds for ddivering hedth and support services to people with HIV/AIDS. Past SPNS
program modes have focused on such issues as managed care; improving access to care; specia
issues relating to the care of women, adolescents, children, and rurd resdents; services for people

in prisons, and the integration of menta hedth and primary care services.

d. AIDS Education and Training Centers (AETC)

The AETC is a network of regiond centers that conduct targeted, multidisciplinary education
and training programs for hedth care providers. The objective of the program is to increase the
number of hedlth care providers who are educated to counsel, diagnose, treat, and manage care for
persons with HIV/AIDS and to help prevent high-risk behavior that may lead to infection. AETCs
collaborate with other Ryan White CARE Act-funded organizations, Area Hedlth Education Centers,

and community-based medicd and professond organizations.

2. Maternal and Child Health (MCH) Cluster
a. TitleV Maternal and Child Health Block Grant

Title V of the Socid Security Act functions as a date/federa partnership. States have authority
to dlocate funds to meet their own needs, however, they are also required to use at least 30 percent
of Title V funds to provide preventive and primary care services for children, and at least 30 percent
to provide services for children with specid hedth care needs. The grant aso supports services for
mothers. Title V programs either financidly support or directly manage such services as prenatd
care, child hedth services, school hedth services, and educationd programs. For example, Title V
makes prenatal care accessble to gpproximately 3.6 million women and primary hedth care

accessble to 8 million children. In addition to being required to coordinate with other federdly



funded hedth, education, and socid service programs, Title V-funded programs are responsible for
severd core functions. These functions include, but are not limited to, needs assessments, program

planning and development, service ddivery, technical assstance, and educeation.

b. The Community Integrated Service System (CISS)

CISSisafederd set-asde program under Title V that provides support for the development and
expangon of integrated community service sysems. These systems are public/private partnerships
between hedth-rdaed and other rdevant community organizations and individuals that attempt to
solve community-defined hedth problems with community resources. In particular, the CISS
program seeks to reduce infant mortdity and improve hedth outcomes of women and children,
epecidly those with specid hedth needs and/or who are living in rurd aress. The CISS program
has identified 10 key characteriics tha make a community-based sysem of care effective
collaboration, family orientation, culturd competency, coordinated services and resources,
comprehensveness, universd  goplicability, accesshility, developmentd orientation, and

accountability.

c. Hedthy Start

Hedthy Start was origindly designed to reduce infant mortality by 50 percent over five years
in 15 areas. Since that time, the program has been extended beyond the five years in the origina 15
gtes and expanded to numerous other Stes around the country. To be digible for a grant, a
candidate project area must have an infant mortality rate of at least 150 percent of the U.S. average
for the five-year period 1984-1988; the area must also have at least 50 but no more than 200 infant
deaths per year. In the first year of the project, demonstration Stes developed community consortia,

conducted needs assessments,'and designed action plans for implementing hedth care and socid



support services. An outcomes and process-oriented evauation is currently being conducted in the
15 demondration Sites to assess program effectiveness. The demondgtration phase of Hedthy Start
ended in September 1997. This marked the beginning of Phase |1, in which the origind 15 Hedthy
Start projects (including grantees in two of the cities visted for this project) were funded to act as

mentors to 40 new Hedthy Start projects.

3. Primary Care Cluster
a. Community Health Centers

Funded under Section 330 of the Public Hedth Service Act, the Community Hedth Center
(CHC) Program is a federd grant program designed to provide primary hedth care and related
support services in medicaly underserved areas throughout the nation. The program funds
approximately 685 centers. CHCs address access and other hedlth care problems by tailoring services
to the community. Each 330-funded CHC is required to have a governing board composed, in part,

of CHC usars.

b. Primary Care Offices

Primary Care Offices (PCOs) promote access to community-based primary care services for
underserved and vulnerable populations in each sate. PCQOs are drategicdly placed in the date
hedlth department, giving them access to a variety of state government agencies . These include the
program offices of maternal and child hedth, rurd hedth, mentd hedth and substance abuse,
primary care services, Medicad, and primary care dinician training and placement programs.
Clinica leaders in each of these resource areas may work with the PCO to develop and implement
drategies for providing improved access to services. In addition, the PCQ is responsible for

fogering reationships with hedth professon schools for the purpose of recruiting and retaining



providers to care for the underserved. In some states, PCOs are responsible for designating Hedlth

Professons Shortage Aress.

c. Primary Care Associations

Primary Care Associations (PCAs) are private, nonprofit associations representing primary care
centers and practices in the state that are supported by the Bureau of Primary Hedlth Care (BPHC).
Governed by a board of directors, each PCA must have equitable representation, including at least
one practicing primary care dinician from each BPHC-supported center. The advantage of this
governance gructure is that each member center or practice has a direct link with the PCA, giving
them a voice in issues affecting community-based services and geneially enhancing
communications. PCAs are usudly located in or near the state capitol to facilitate collaboretive
relationships between the PCA, the PCO, and other related state offices. PCAs and PCOs mud
submit a forma Memorandum of Agreement (MOA) with the BPHC detaling their gods and
respongbilities for the following year, including how they will collaborate with each other, both

directly and through their influence on primary care-rdated state programs.

4. Health Professions Training Cluster
a. Area Health Education Centers

The Area Hedlth Education Center (AHEC) program is dedicated to addressing the shortage of
primary care services, common to certain communities, by creating collaboration and partnerships
between academic hedth centers and these communities. AHECs seek to meet the needs of
underserved communities in severd ways, including promoting the training and retention of primary
care phydcians in the community. To achieve this god, AHECs create linkages with community-

based groups and sponsor outreach programs such as medical interpreter training programs,



eementary and high school hedth career and mentoring programs, and continuing education for

hedth care professonas. There are now 37 AHEC programs distributed throughout 36 states.

b. National Health Service Corps

The mission of the Nationd Hedlth Service Corps (NHSC) is to improve primary hedth care
sarvices in underserved communities nationwide. The NHSC offers student internships, mentoring
programs, and financid incentives, such as scholarships and loans, that require or encourage hedlth
professonds to practice in underserved communitiess The NHSC, which places dinicians in
communities designated as HPSAs, is an important source of primary care providers for many

federaly sponsored CHCs.

¢. Grantsto Departments of Family Medicine

HRSA grants are awarded to establish, maintain, or improve academic adminigrative units to
provide clinica indruction in family medicine. Grants may aso be used to plan and develop modd
educationd predoctord, faculty development, and graduate medicad education programs in family
medicine that support academic and dinicd activities rdlevant to the fidd of farniiy medicine. To
support the objective of increasing access to primary care services, the program gives preference to
departments that have a high rate for placing graduates in practice settings having the principa focus

of serving resdents of underserved communities.

B. -METHODOLOGY
1. Analytic Framework
While each HRSA program has its own objectives, the programs share the goa of creeting,

harnessing,. and coordinating resources to promote the access to primary care services for



undersarved and vulnerable populations. We hypothesize that, HRSA programs work synergistically
to meet this god a the community level, and contribute to the hedth care infrastructure in the
communities served by HRSA programs. We aso hypothesize that the degree to which HRSA
programs contribute to infrastructure will be observable through the extent to which programs (1)
develop and sudtain effective collaborative reationships internaly and with other HRSA programs,
(2) assess community needs, identify problems, and work together to solve them, (3) leverage HRSA
funds to secure additiona funding to sustain or expand program activities, (4) promote or participate
in the training of hedlth care workers who can meet the health care needs of vulnerable populations,

and (5) successfully cope with changing market forces.

2. Site Vidt Approach

During February and March 1998, the research team conducted site visits to three communities--
Cleveland, Ohio; Phoenix, Arizona; and Boston, Massachusetts. These communities served as the
testing ground for a pilot methodology to systematically obtain grantees views on the role of HRSA
programs in building infrastructure and for refining research questions about the best ways to
recognize and describe the benefits of infrastructure-building activities. Communities were selected
from among 12 Community Tracking Study Stes to provide a variety of public hedth care sysems
and markets for study. Site selection criteria included population sze and compostion, percentage
of the population that was uninsured, degree of managed care penetration, the role of public hedth
in the hedth care sysem, and whether the community received HRSA funding through any or some
combination of the HRSA programs described in the previous section. Sites were prioritized as
candidates, and HRSA representatives chose three Stes in order to achieve the following mix: a

leest one gte recaiving Ryan White Title | funds, & least one Ste having a sgnificant Higpanic
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population; a least one site having a Hedthy Start program; al stes receiving CHC funding; and,

taken together, dtes representing geographic diversty.  Given that the Stes were sdected
judgmentdly, and that observations from a pilot study are exploratory, study results cannot be
generdized to other communities or to other HRSA program grantees.

Two research teams visited each Ste. Each team consisted of one MPR senior hedlth researcher;
a least one member from HRSA’s Office of Planning, Evauation, and Legidation; and & lesst one
member from a HRSA program bureau as follows: the Bureau of Primary Hedth Care, the Bureau
of Maternd and Child Hedth, or the Bureau of Hedth Professions. In genera, HRSA daff
participated both in interviews related to their specific program area as well as those related to other
program areas. Consequently, they were able to view programs that they were not involved with
regularly.

MPR daff directed interviews for each research team; HRSA representatives participated by
asking follow-up questions. Of the two research teams that visted each Site, one generally focused
on MCH issues, and the other focused on Ryan White and hedth professons training issues. Both
teams collected information on CHCs. Teams were divided in this way to make fﬁe best possble
use of MPR’s experience in evauating HRSA programs.

During the dte vidts we interviewed multiple informants, including program directors and
other program saff (Table I. 1). When possible, we interviewed informants from community-based
organizations or providers that were subcontractors to programs. For certain programs, we aso met
with members of planning councils or consortia or observed meetings. The interviews were based
on protocols developed for each target program and focused on severd topics designed to address
infragtructure building (see Appendix A). These topics include cooperation and collaboration,

planning requirements, training, funding streams, and program responses to market changes. At the
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TABLE I. |

SITE VISIT INFORMANTS BY PROGRAM CLUSTER

City

Program Cluster

HIV/AIDS

Maternal and Child Health

Primary Care

Health Professions

Boston

Ryan White Title | Director and
Chief Executive Officer for East
Boston Community Health Center

Ryan White Title | Planning
Council Representative-President
Dimock Community Health Center

Ryan White Title 1l Director-
Director of Client Services

Ryan White Title Il Provider-
Coordinator at Northshore AIDS
Collaborative

Pediatric AIDS Provider-Staff of
Dimock Community Health Center

. Central Liaison to State
Directors

Healthy Start Director and .
Quality Assurance Manager

Healthy Start Project Director
Martha Eliot Health Center .

Healthy Start Consortium
Meeting

Title V Representatives- *
Assistant Commissioner
Bureau of Family and

Community Health, Staff
members Dimock .
Community Health Center

CISS Representative-Director
of Policy and Programs in .
Maternal and Child Health-

Department of Public Health

HRSA Coordinator/MCH

Executive Director, MA
League of Community
Health Centers

Chief Executive Officer
for East Boston
Community Health
Center

Director, Dimock
Community }ealth
Center

Director Primary Care
Office, Director of
Primary Care Services

Community Health
Center  Providers, and
Community Health
Center Field Officer

« AHEC Representatives:
Acting Director Boston
AHEC; Associate. Director
Boston University School
of Medicine

« Academic Health Center
Representatives: Director
of Medical Education/
Associate  Dean of Student
Affairs, Boston University
Medical Center; Chairman,
Office of Family Medicine
and Pl for Pre-Doctoral
Family Medicine Program
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TABLE 1.1 (continued)

City

Program Cluster

HIV/AIDS

Maternal and Child Health

Primary Care

Health Professions

Cleveland

Ryan White Title | Director

Ryan White Title | Provider-
Director Infectious Disease Clinic
MetroHealth Medical Center

Ryan White Title Il Director
Program Administrator, AIDS
Client Resources

Ryan White Title Il Provider-
Executive Director AIDS Taskforce
of Greater Cleveland

Ryan White Title Il Consortia
Meeting

Consortia Representative-Director
of Services at AIDS Task Force of
Greater Cleveland

Pediatric AIDS Provider

Ryan White Title | Planning
Council Meeting

Healthy Start Director .

Healthy Start Provider-NEON
Health  Services .

Title V Maternal and Child
Health Representatives: .
Chief, Bureau of Children
with Medical Handicaps and
Chief, Bureau of Child and
Family Health

Title V Provider and Co-chair
for the Healthy Start
Consortium

Title V Provider General
Manager for Public Health
Programs

Healthy Start Consortium
Meeting

Director, Primary Care
Association

Director, Primary Care
Office

CHC Provider-CEO
NEON Health Services

« AHEC Director, Project
Director Urban Area
Health Education Center
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TABLE 1.1 (continued)

City

Program Cluster

HIV/AIDS

Maternal and Child Health

Primary Care

Health Professions

Phoenix

Ryan White Title | Director

Ryan White Title | Provider-
Executive Director AIDS Project
Arizona

Ryan White Title | Planning
Council Representative-Program
Director HIV Care Direction

Ryan White Title 1l Director,
Manager, HIV Planning and
Services

Pediatric AIDS Provider-Nurse
Coordinator, Phoenix Children’'s
Hospital

« Title V Maternal and Child .
Health  Representatives:  State
Title V Director; Chief,
Office of Children with
Special Health Care Needs;
Bureau Chief, Community
and Family Health Services

« CISS Grantee

« Title V Provider-Executive .
Director Southwest Human
Development Title V
Provider

Primary Care
Association: Executive
Director, Arizona
Association of
Community Health
Centers

Chief, Primary Care
Office

CHC Provider-Executive
Director, Mountain Park
Community Health
Center

Executive Director,
Health Care for the
Homeless

Clinic Administrator,
Native American
Community Health
Center

« AHEC Local Contact-
Director Institute for
Health Professions
Education

« AHEC Director .




end of each vist, we dso asked HRSA study team members their views on the utility of the sudy

methodology and on lessons from the experience.

C. STUDY SITE CHARACTERISTICS
Chaosen for their geographic and cultura diversty (Table 1.2), the three study Sites dso differed

in their hedth care market characteristics (Table 1.3).

1. Boston

Boston is the largest of the three study cities. Its population of 4,306,103 is primarily white
(62.8 percent), Afri can American (25.6 percent), and Hispanic (10.8 percent) as shown in Table 1.2,

The Boston hedth care indudtry is critica to the city’s economy as an important generator of
jobs and revenue. Indeed, Boston is the home to many renowned academic medica centers and
clinical programs that provide a high level of leadership in the community’s hedth care market.

In the past, public hedth services were provided through an integrated system coordinated by
the Depatment of Hedth and Hospitas of the City of Boston. The system included the Division
of Public Hedth; the Boston City Hospital; Emergency Medicd Services, CHCs (both HRSA funded
and others), the Boston Specidty and Rehabilitation Hospitd; and a variety of community-based
organizations, hospitals, and other entities that provided hedth promotion, disease prevention, and
treatment services through contractual agreements. In 1995, the city council and the Massachusetts
legidature brought an end to the origind gructure of the public hedth sysem by severing the
historical relaionship between the Divison of Public Hedth and Boston City Hospitd, and, in the
process, separated the locus of prevention and hedth promotion activities from the delivery of
clinical services. A network of three new entities was created to address public health issues. 1) The

Boston Public Health Commission oversees the ddivery of population-based public hedth services
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TABLE . 2

poPULATION DISTRIBUTION OF STUDY SITES
BY RACE AND ETHNICITY

Clevdand Phoenix
Site Characterigtics Boston Cuyahoga County  Maricopa County
MSA Population 4,306,103 2,222,043 2,473,383
City Population 547,725 492,901 1,048,949
City Population Subgroups
(percent)?
White 62.8 49.5 81.7
Africen American 25.6 46.6 5.2
Hispanic 10.8 4.6 20.0
Adan, Pacific Idander 53 1.0 17
American Indian 0.3 0.3 1.9
Other 6.0 2.6 9.6

Source: 1997 County and City Extrac Annua Metro, City and County Data Book. Sixth Edition.
Bernan Press, Lanham MD 1997.

*Percentages do not add to 100 because the “White” category may include members of other ethnic
groups.
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TABLE 1.3

HEALTH MARKET CHARACTERISTICS OF STUDY STES

All MSAs with
Population >

Hedth Market Characteristics Boston  Clevdand Phoenix 200.000
Percent Uninsured 10.0 12.0 18.0 14.0
Percent of Uninsured with No Usud
Source of Care? 38.7 29.9* 48.9 42.3
Percent of Uninsured Who Had
Difficulty Getting Needed Care? 27.7 35.9 28.4 29.7
Percent of Privately Insured Who
Had Difficulty Getting Needed Care? 13.7 17.4* 17.2* 14.2
HM O Penetration 34.3 22.6 33.2 31.0

Sources: Cunningham, Peter, and Jeremy PFickering. “Uninsurance Rates Vay Widdy Across
Communities and Regions” Daa Bullein, Results from the Community Tracking
Study. Number 5, Washington, DC: Center for Studying Hedth Change, Fall 1997; and
Cunningham, Peter, and Peter Kemper. “Ability To Get Medicd Care for the Uninsured:
How Much Does it Vary Across Communities” Paper presented at the 1997 Annud
Meseting of the Association for Hedth Services Research, Chicago, IL, June. HMO
penetration data is from the InterStudy Competitive Edge, Part 111: Leading Edge, June
1997.

NoTeE: MSA = Metropolitan Statistical Area

“Adjugted for individud differences in hedth datus, age, gender, family Sze, education, family
income, race/ethnicity, and whether the interview was conducted in Spanish.

*Significantl y different from al metropolitan areas with a populaion of over 200,000 & the .05
leve.
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in the city. 2) The Boston Medicd Center, an academic medica center and private hospita
corporation comprisng Boston City Hospitd and Boston University Medicd Center, provides
clinica care. 3) Boston HealthNet, an integrated ddlivery system of 11 CHCs addresses community-
based hedlth needs. The three entities have developed a strong partnership as well as linkages with
other providers.

Boston HealthNet and other CHCs in the area play an important role in the public hedth safety
net, which serves the 10 percent of Boston's resdents who are uninsured. To serve the uninsured,
CHCs receive a far amount of funding from the well-financed uncompensated care pool. This pool
is funded through hospital contributions that are proportionate to revenue from private payers. The
pool dso provides revenue for two mgor hospitas (Boston City Hospitd and Cambridge Hospital)
that serve a disproportionate share of uninsured and underinsured dients. In addition to serving the
uninsured, CHCs ae quickly becoming an important referrd base for HMQs such as the
Neighborhood Hedth Plan and Harvard Pilgrim Hedth Care.

Four academic centers-Harvard, Tufts, New England Medical Center, and Boston University--
and their associated research. training, and clinical programs are the backbone of the hedth care
hedth professons training activities in the area. The Boston Department of Public Hedth dso plays
an important role in providing fidd based training for a range of hedth care providers. The
department also serves as a key participant in the development and implementation of the Center for
Community Education, Hedth Research and Service, a unique collaboration with neighborhood
hedth centers, and schools of nursng and medicing, designed to promote reciproca training
relationships between community-based hedth care settings and academic indtitutions.

Boston has a highly developed managed care industry. I1ts HMO penetration rate (34.3 percent)

is the highet among the study cities (Table 1.3). Boston's commerciad managed care market is
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dominated by three not-for-profit plans. Blue Cross and Blue Shidd of Massachusetts, Harvard
Pilgrim Hedth Pan, and Tufts Assocfated Hedth Plan. In addition, Boston City Hospitd and
Cambridge Hospitd have created a managed care plan for the uninsured. Until the state formally
implements its expanson program to cover this population, the plan enrolls uninsured patients in
a “shadow” managed care plan that provides the same services as those received by insured
recipients. This assigns a primary care provider to uninsured patients and builds loydty toward the
hospitd system. It aso dlows the hospitd to generate utilization data on care-seeking behavior for
the uninsured.

Severd recent policy and financing developments will affect the dynamics of care for the
uninsured in Massachusetts. Relevant to this study is gpprova given in May 1998 by the federd
Hedth Care Financing Adminigtration to the state's Children’s Hedth Insurance Plan. This plan will
expand Medicad coverage for 26,000 children in families with incomes between 133 and 200

percent of the federal poverty line.

2. Cleveland

Clevedand is stuated in Cuyahoga County, the sate's largest and most densely populated county
with a population of 2,222 043. Cuyahoga County is primarily white (49.5 percent) and African
American (46.6 percent), with a smal Hispanic population (4.6 percent). The hedth care market--
conddered to be strong, highly competitive, and dynamic--is driven by the city’s leading hospitals
and physcian groups. Clevedand has a rdaivey effective safety net and indigent care system
centered in the Cuyahoga County Board of Hedth (CCBH), the Clevdand Department of Public
Hedth (CDPH), and MetroHealth. Consequently, Cleveland had the lowest percent of insured

people without a usud source of care of al the sudy cities (Table 1.3). The mgority of clinica
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services are provided by MetroHealth, the county’s public hospita system. Recently CCBH’s role
has shifted from that of direct service provider to community-wide hedth promotion and prevention
efforts. The CDPH has primary responshbility for communicable disease prevention and control

programs.

MetroHealth has a long hisory of serving the medicd needs of the Clevdland community
through patient care, research, medical education, and community service. Cuyahoga County makes
sgnificant financid contributions to MetroHealth, enabling the county to care for its growing share
(12 percent) of uninsured persons. MetroHealth provides inpatient and outpatient services at the
MetroHealth Medica Center, and neighborhood-based hedth services through its MetroHealth
Clement Center for Family Care.

The percentage of privately insured people in Clevedland who have difficulty getting care is 17.4,
which is dgnificantly higher than in other metropolitan areas with a population of over 200,000
(average of 14.2 percent). In addition, Cleveland has a sgnificantly lower percentage of uninsured

- people with no usua source of care (29.9) compared with Boston, Phoenix, and other large
metropolitan aress.

Of the three dtes visted, Cleveland has the lowest HMO penetration. The city’s commercid
managed care market is dominated by Ohio Blue Cross & Blue Shield, Blue Cross Anthem, Kaiser
Permanente, and United Health Care. The Medicaid managed care market is dominated by Persona
Physcian Care and Totd Hedth Care. However, since enrollment for AFDC digibles in Medicad
managed care became mandatory in 1996, numerous new plans have entered the Medicaid managed

care market.
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3. Phoenix

Maricopa County, which includes Phoenix and its surrounding communities, contains more than
95 percent of the population of the PhoenixMesa metropolitan detistical area (MSA). The
proportion of Hispanic resdents (20 percent) is sgnificantly above the nationa average. The rest
of the population is primarily white (81.7 percent)’, other (9.6 percent), and African American (5.2
percent). Despite Maricopa County’s reputation as a retirement community, the proportion of
persons over the age of 65 is only dightly above the nationd average, dthough this may not reflect
the seasona migration of older persons into the area.

Phoenix, like Cleveand, has a high percentage of privately insured people who have had
difficulty accessing care (17.2 and 17.4, respectively) compared to the national average of 14.2 for
MSAs with more than 200,000 people. The percentage of people who are uninsured and having
difficulty getting care is 284. In addition, dmos haf of Maricopa County uninsured resdents
report no usua source of care.

Public health services in Maricopa County are offered by three providers-the Arizona State
Department of Hedth Services, the county government of Maricopa, and through prepaid plans
sarving the Arizona Hedth Care Cost Containment System (AHCCCYS), the date's dternative to
traditiond Medicaid. The Arizona Depatment of Hedth Services supports broad public hedth
services throughout the state and in Phoenix. Maricopa County hedlth services are provided through
severd agencies, the Maricopa County Department of Public Headth Services, the Maricopa
Depatment of Hedth Services, the Department of Environmenta Quality and Community Services,
and the RabieAnima Control Board, The Depatment of Hedth Services has primary

respongbility, through the Maricopa Integrated Hedth Sysem (MIHS), for providing primary care

‘This category may include some Hispanics.
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sarvices to county resdents who are not digible for the AHCCCS and who cannot afford
commercid insurance. The MIHS provides comprehensive hedth care services through 13 primary
care clinics, a 550-bed tertiary care hospitd (Maricopa Medicd Center), and a substance abuse
treatment facility. The sysem dso provides care to AHCCCS enrollees through the Maricopa
Hedth Plan.

The AHCCCS provides services to low-income enrollees through participating managed care
plans and a well-developed network of CHCs. A mgor source of funding for AHCCCS comes from
the Tobacco Tax and Hedth Care Act. This initiative, which was gpproved by Arizona voters in
1994, provides funding for tobacco-use prevention, education, research, and hedth care services
through an increased tax on tobacco products. The mgority (70 percent) of the revenue generated
from the increased tax is designated for AHCCCS to provide hedlth services for persons eligible for
Medicad and for certain other low-income children. Twenty-three percent of this revenue is
earmarked for education, 5 percent for research, and 2 percent for corrections.

Arizona maintains drict digibility requirements for AHCCCS coverage. Residfants who do not
qualify for AHCCCS, and who cannot afford hedlth insurance, use the Maricopa Integrated Hedlth
Sysem (MIHS). MIHS provides comprehensve hedth care services through its primary care
clinics, Maricopa Medicd Center (a tertiary hospital), and a substance-abuse treatment facility.

Phoenix’s hedlth care market has a long history of managed care, as demondtrated by the city’s
requirement, in existence since 1982, that dl AHCCCS recipients enroll in managed care. At 33.2

percent, the commercid HMO penetration is Smilar to that in other MSAs.
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I[I. INFRASTRUCTURE DEVELOPMENT

HRSA programs are funded on the condition that they meet explicit programmatic objectives
related to service ddivery and implicit objectives reated to infrastructure building. In this chapter,
we describe what we observed on the dte vidts about how HRSA programs facilitate community
infrastructure  building. In paticular, we focus on the following eactivities developing and
sugtaining collaborative rdationships, assessment and planning, and developing financid and human
resources.

In addition to observing community-level activities to build infrastructure, we dso explore the
degree to which we could identify the infrastructure benefits of the HRSA programs we visited.
These benefits, examples of which are summarized in Table Il1.l, are described in each section
below. Where rdevant, we aso describe how market changes influence the ability of HRSA

programs to build and sustain infragtructure.

A. DEVELOPING AND SUSTAINING COLLABORATIVE RELATIONSHIPS
Collaboration around hedth care issues is not a new phenomenon. What is new is that many
grants now require agencies to develop forma mechanisms for facilitating collaboration with the
communities they serve. Such requirements are in place for the Ryan White program, Hedthy Start,
CHCs, PCAs and Title V. In this study, we focus on the experiences of the Ryan White and Hedlthy
Sat’ prograns in deveoping such mechaniams dnce HRSA requirements for community

participation and representation are more clearly defined for these two programs.
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EXAMPLES OF

TABLEII. 1

INFRASTRUCTURE-BUILDING  ACTIVITIES

Types of Activities Example Benefits

DEVEL OPI NGAND Ryan White and Enhances information sharing and shared decison making
SUSTAINING Hedthy Start among key dtekeholders

COLLABORATI VE program  requirements

RELATI ONSHI PS

support  collaboration

Channdls disparate efforts to ensure there are no
overlapping  sarvices

Shifting funds from Ryan White Title | to Il increases
continuity of care by ensuring the availahility of HIV drug
assstance

Mobilizes grassroots participation
Enhances ability to build trust among program recipients

due to increesed community representation and
involvement

ASSESSMENT AND
PLANNI NG

The Title V needs
assessment/
comprehensive
planning
requirements
encourage  improved
svice ddivery

Provider networks are
encouraged by the
planning process in
Ryan White programs

Promotes the integration of services with other programs
to enhance sarvice ddivery (i.e, Mom-mobile, MCH/HIV
savices referrds of high-risk  infants)

Two locd advocacy groups, spin-offs of Title V advisory
groups. address adolescent and perinata hedth issues;
these groups adso maintain a high leved of interest in the
community around MCH issues

Providers and parents affiliated with the Children with
Specid Hedth Care Needs program, providers and parents
are a grong voice for children's hedth care issues

Byproducts of process yied helpful tools (i.e, consumer
handbooks. directories of services)

Needs assessments encourage more systematic  gpproaches
to targeting dl resources for funding, not jus HRSA

Compstition reorganized the provider landscape,
expanding services to individuas not traditiondly served

Providers of pediaric AIDS services developed
partnerships with non-pediatric providers to create a new
srategy to obtain funding for pediatric services

Title | funds used to cross-subsidize an additional nurse
for an undefunded MCH HIV savice, incressng
trestment  compliance
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TABLE 1I. 1 (continued)

Types of Activities Example Benefits
DEVELOPING CHCs use HRA Cl CHC receive dae and locd funds due to HRSA seed
FINANCIAL funds to money, providing services for an additiond 2,000
RESOURCES leverage other uninsured  persons
funds
O CHCs ae ale to provide more comprenensive care through
a patchwork of funding that builds on HRSA funds
DEVELOPING HRSA hedth U Exposes hedth professons students to safety net providers
HUMAN professona  training for and care tailored to vulnerable populations
RESOURCES grants encourage a
workforce sendtive to | Students and trainees enhance ability of CHC to provide
the needs of sarvices to vulnerable populations, particularly through the
vulnerable NHSC
populations
O Heps safety net providers and academic inditutions to
identify and recruit potential employees
0 SPNS and other HRSA training programs support research
activities ¢ CHCs, dlowing safety net providers access to
cutting-edge trestment  methods
Cl Assdgs in building respect of family practice providers
among other specidty providers in the community
Cl  Foders the ability of hedth professonds to serve as

mentors to high school and college students who, in turn,
gan direct exposure and indght into the field
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1. Building Coallaboration Structures

Ryan White Title | grant award, grantees are to ensure that (1) there is a forma nomination
process for membership on the planning council; (2) 12 legidaivey defined membership categories
are represented;” and (3) the composition of the council closdy reflects the demographics of the HIV
epidemic in the area, and (4) at least 25 percent of the council comprises people living with HIV
disease. Ryan White Title 1l grant, grantees are required to periodicaly convene meetings among
the following individuals. people with HIV, representatives of grantees, providers, and public agency
representatives. The purpose of these meetings is to develop a statewide coordinated statement of
need. The grant dso requires the Ryan White grantee to consult with potentid service recipients to
determine appropriate models for service deivery.

Despite fairly explicit requirements regarding the composition and the duties of the Ryan White
Panning Council, dl three dtes we vidted experienced difficulties in forming the councils and in
engaging them to work collaboratively. Phoenix and Boston planning councils have resolved some
of their difficulties, and Clevdand, which is 4ill in the early stages of developing its coundll, is
grappling with these issues In the following section we present observations on community
collaboration and participation in Ryan White Title | planning councils and note which observations

can dso be applied to Ryan White Title 11 and Hedthy Start consortia

‘Mandated categories of representation include the following: hedth care providers, including
Federdly Qudified Hedth Centers, community-based organizations serving affected populations,
socid service providers, mental health and substance abuse providers; loca public hedth agencies;
hospitd planning agencies or hedth care planning agencies, affected communities, induding people
living with HIV or AIDS and historicdly underserved subpopuleations, nondected community
leaders, state government representetives, including those from Medicaid agencies and Title 11; Title
IV grantee or representatives with a higtory of serving children, youth, and families with HIV; and
other federd HIV programs.
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We asked planning council informants to comment on collaboration among members and on
thelr perception of the council’s effectiveness in carrying out its misson. Informants from Boston
and Phoenix councils reported that, unlike in the padt, the planning councils are currently working
collaboratively. Previoudy, councils experienced sgnificant problems developing effective working
relationships. In fact, HRSA intervention was required to reorganize both councils. Informants
described the origina councils as dysfunctional. There was condderable friction caused by turf
issues and as a result of the council’s lack of understanding about its misson and about how it
should conduct its work. In addition, the origind councils did not meet HRSA requirements for
representation, the lines of responghility and oversight were muddled, and there was a community
perception that power rested in the hands of just a few council members. Today, the councils met,
or come much closer to meeting, HRSA requirements. While turf issues persst to some degree in
both councils, they are not as prominent as in the past.

The Clevdand Ryan White Planning council, now only its third year, is facing many of the
chdlenges faced earlier by the Boston and Phoenix councils. Informants in (Ela/elmd echoed
sentiments about severd difficulties darifying the misson of the council, developing drategies for
collaboration and for alocating and spending funds, and minimizing turf issues While Cleveland
council members do not bdieve they have yet entirdy achieved effective communication and
collaboration, it appears that most issues will be resolved as the council members continue working
together.

In the process of becoming mature, Boston and Phoenix planning councils'consortia learned
lessons about stimulating active participation and collaboration that could help other councils and
consortia in the early stages of development. Fird, they reported that time and energy must be

devoted to orienting representatives to the council/consortium and its activities. As one informant



commented, “The planning council is like a marriage; you have to meet, date, and get married.” In
this andogy, marriage represents a successful collaborative relationship. To achieve a “happy
marriage,” the planning council conducts periodic orientations and retreats to help new members get
to know one another and learn how to work together. Second, the councils/consortia representatives
suggested that members should recelve training in leedership skills and in how to participate
effectivdy in a forma meeting, Snce community representatives have varying levels of leadership
skills and experiences. One consortium, recognizing that leadership and participation must be
cultivated, specificdly dlocated funds to leadership training for its members. Councils'consortia
with forma meeting structures based on parliamentary procedures consdered training in “Robert’s
Rules of Order” to be key. In addition to keeping meetings running effectively, training adso
minimizes the confuson and intimidation fet by members who are not familiar with the rules. For
exanple, a a forma council meeting we atended, we observed the evident frudtration of a
community representative who did not fully understand why he could not engage in further
discusson on a motion that had been cdled for a vote. In generd, knowing how to participate in
forma meetings facilitates group interaction and decison making. Informants noted that HRSA
could play a gtronger role in providing technica assigtance to, and in disssminating information
among, grantees about the variety of drategies planning councils and consortia are using to facilitate
collaboration and networking among their members.

Much like the Ryan White program, Hedthy Start was conceptudized as a community-based
initigtive. To recelve funding, projects had to organize a consortium made up of community
members who would guide the planning and implementation of Hedthy Start. In contragt to the

Ryan White program, Hedthy Start projects received less guidance from HRSA in terms of how to



sructure consortia, leaving communities condderable latitude* As a reault, the consortia varied
greatly from project to project. Boston has a large centra consortium comprised of 300 members.
in addition to severad locd (neighborhood-level) consortia  Cleveland has no large centrd
consortium, preferring to conduct business in smaler committees and loca consortia Both modes
have had some success in involving community members, dthough both programs acknowledge
some frudtration in not achieving as high a “grass roots’ participation as they would like.

In contrast to the Ryan White planning council and consortium mestings, the Hedthy Start
committee meetings we observed were less dructured in terms of member participation and
discusson. The Hedthy Stat consortia were dso makedly different from the Ryan White
councils/consortia in composition. The mgjority of people at the Hedthy Start meetings we attended
were outreach workers and representatives of consumer advocacy groups, many were minority group
members. In contrast, the Ryan White council/consortia included a large number of white
professonas, which is related in part to the concentration of HIV provider expertise in academic
health centers.

Attempts at collaboration by Ryan White and Heathy Start councils/consortia dso show that
barriers related to culture, religion, and racism often appear in the process of trying to encourage
racid and ethnic minorities to participate. While both the Ryan White and Hedthy Start projects
target populations with disproportionate numbers of racid and ethnic minorities, the Hedthy Start
projects we vidted gppear to have been somewhat more successful that the Ryan White programs
in engaging minority members. This may be partly a result of differences in the target populations

of the two programs. For example, one Ryan White planning council was having difficulty meeting

‘Howell. E., B. Devaney, M. McCormik, and Raykovich, K. “Back to the Future: Community
Involvement in the Hedthy Start Program.” Journal of Health Politics, Policy and Law, vol 23, no.
2, April 1998.
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the requirement that. 53 percent of its members be from the African American community.
Moreover, the council recently reported that African Americans were not using Ryan White services
a expected levels. It was suggested that trust issues, in part, contribute to this problem. According
to one informant, the legacy of distrust left by egregious medica experiments on African Americans

has deterred them from participating in new HIV drug thergpy programs. The views of communities
of fath on a particular issue were dso found to influence African American’s response to hedth

concerns. It was suggested that including communities of faith was key to the participation of

African Americans in hedth issues.

2. Cadllaboration Among HRSA Programs

As mentioned, most HRSA programs are required as a grant condition to collaborate with other
agencies and organizations in the community, including other HRSA programs. Better planning,
sharing of information, and efficient use of limited resources are some of the postive outcomes
anticipated as a result of such collaboration. While conducting our Ste vidts, we asked informants

about the degree to which they collaborated with other HRSA programs.?

a. Collaboration Within the HIV/AIDS Cluster

We observed severa indications of collaboration among the HIV cluster programs and benefits
of such collaboration. Programs are motivated by a strong commitment to a common god facilitated
by the sharing of resources.

Collaboration in the HIV cduder is stronger between the two long-standing Ryan White Title

| and Il programs in Boston and Phoenix and less developed between Cleveland's Title Il program

‘Collaboration within the hedth professons traning custer is discussed in Section [1.D:
Developing Human Resources.
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and its fairly new Title | program. Linkages between Title | and Il programs are particularly strong
in Phoenix, in part because the Title | director previoudy served as the state director for Title Il and
30 has a clear understanding of the goals of both programs and how they can work together to meet
these gods. This was clearly demondrated by the director’s leadership in supporting the transfer
of Title | funds to the Title Il AIDS Drug Assstance Program (ADAP), which was facing a funding
shortage and difficulty meeting client medication needs. The Title | director appears to maintain a
srong working and persond relationship with the Title Il program saff. In Boston, collaboration
was made easer by the decison of funders and grantees to pool dl HIV avalable funding in the
area

As noted, the newer Clevdland Ryan White Title | Program is ill struggling to develop an
effective rdaionship with Title Il. Despite the fact that memberships of the planning council and
consortium overlap, there appears to be a lack of communication between the two bodies.  In some
ingances, the lack of communication and collaboration has resulted in duplication of efforts.

The extent of collaboration between the AETC and Ryan White programs varied. In Cleveland
and Phoenix, the AETC and planning councils interacted primarily through council membership and
continuing education programs for HIV/AIDS care providers. Councils contract with AETCs to
provide education and training sessons to council members and local providers. However, in
Cleveland, we were told that continuing education sessons were not well attended, and there were
sgnificant concerns about the topics chosen and qudity of training sessons and about matching
them with provider needs. In Phoenix, the Ryan White director pointed out that the AETC acts
quietly and is dmog invisble in the AIDS community; in fact, he himsdf admitted to recently
“rediscovering the AETC.” In generd, we were unable to clearly determine whether the AETCs are

sructured to respond to the educationa and training needs of practitioners in these cities. Poor
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attendance at training sessons and questions about the appropriateness of the training topics sdlected
by the AETC, however, point to missedopportunities by the AETC to clearly identify providers
educationa needs and respond to them.

The collaborative reationship between Ryan White and the AETC in Boston is much stronger.
This may be because the AETC representative is a “full partne™ in council activities. The AETC
representative leads one of the council’'s most active committees-the evaluation committee.
Moreover, as in the other two dtes, the AETC in Boston supports the council by providing it with
information and training on key topics such as new federd guidelines for antivira therapy and
changes in drug trestment. In contrast to the AETCs at the other two Stes, the Boston AETC is also
externdly visble and is much better known in the AIDS community. It recently collaborated with
the locd public hedth agency on an assessment of education and training needs in the Ryan White
sarvice area. Under the auspices of the state Medicaid program, the AETC conducted focus groups
to examine the issue of unmet need and adherence to HIV treatment regimens among specific

* populations. The AETC’s strong presence in Boston and its ability to respond to the needs of
community providers appear to be related to its active participation on the council and to the fact that

it works with other locd and dtate agencies to assess training needs.

b. Collaboration Within the MCH Cluster

Title V programs are a0 required, as a condition of their grant, to use a collaborative process
to deveop gods and objectives, and to desgn programs. However, the sructure for this
collaboration is not specified. and there is wide variation in how the programs interpret and meet this
requirement. The collaboration process is sometimes more intense when the Title V' program is re-
examined every five years as required by HRSA. We heard that, a this time, the date Title V dtaff
usually convene one or more groups or committees to discuss program goas. However, this process
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is generdly not a regular one, nor does input from the community appear to drive decisions about
program development. One interesting exception to the pattern is Massachusetts move toward using
locd community hedth networks for Title V planning, dthough the process was dill under
development a the time of our vigts.

On the whole, the Children with Specia Hedlth Care Needs (CSHCN) programs were described
as being somewhat isolated from the Title V collaboration process in the Sites we vidted. However,
there are some innovaive efforts to link different funding sources (incdluding funds from the
Department of Education, Medicaid, and Title V) for the speciad needs population. Also, CSHCN
programs are co-located with other Title V programs within a state's hedth department, facilitating
collaboration.

Title V programs are not as closdly linked to Hedthy Start as one would expect given their
cdosdy linked gods and the common population served. Title V is generdly administered by the
date and Hedthy Start is community-based, cregting a more distant relationship than might be
desrable. Neverthdess, there is usudly a Title V' presence on Hedthy Start consortia Also, Title
V programs and Hedthy Start have maximized funding opportunities for MCH programs in the two
locations with Hedthy Start (Boston and Clevdand) by using gate Title V funds more intensvely
in aress of the date outside the Healthy Start project area. For example, Title V informants felt that
the presence of Hedthy Start had led to declined Title V funding in Clevdand. A dde effect of this
was a decline in funding for MetroHealth, the primary recipient of Title V funds, leading to some

tenson between that organization and Hedthy Start.

c. Collaboration Within the Primary Care Cluster
In the primary care cluster, the extent of collaboration and synergy among the PCA, PCO,
CHCs, and some hedth professions programs varied. These programs generdly support each other

33 /



through very specific activities. For example, PCAs rdy heavily on PCO shortage designations for
obtaining CHC grants and placing NHSC providers. PCOs, on the other hand, rely heavily on PCA
advocacy for primary care issues. In fact, one PCA lobbied to have the PCO created within the Sate
hedth department. The collaborative relationship between CHCs and PCAs is captured in the name
often given to PCAs: “the trade associations for CHCs.” However, in Cleveland, we heard of tension
among the PCA, the PCO, and CHCs. Coordination and networking among these programs was not
optima because CHCs function independently of the PCA and PCO. We were told that some of the
tenson between the PCA and CHCs was the result of disagreements about how to respond to the

competitive locd managed care environment.

d. Collaboration Acrossthe Primary Care, HIV, and MCH Clugsters

In generd, we observed a much higher degree of collaboration within each of the program
clusters (primary care, HIV, maternal and child care) than across program clusters. Cross-program
collaborative relationships aso differ across the three Stes.

For example, in examining the collaboration between the HIV/AIDS cluster programs and the
primary care cluster programs, we found such cross-site variation. Informants from the three PCOs
we visited reported that they did not often collaborate with Ryan White programs. However, PCAs
sad they collaborated with the Ryan White program if member CHCs were involved as HIV
providers, which was true for dl three gtes. At these dtes, Ryan White funding was an important
resource for expanding services to HIV-infected CHC dlients, showing that sharing of dientde
cregtes an opportunity for collaboration.

In Clevdland, HIV and primary care programs plan to work together to address the issue of
underutilization of HIV services among African Americans. CHCs in Cleveland, which have a long-
danding, solid reputation for providing culturaly competent services, have gained the trust and
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respect of the African American community. In contradt, the developing Ryan White program is
druggling to aitain the same level of trust and to increase the use of its services by the African

American community. While CHCs have strong links to that community and serve some HIV
clients, CHCs have not generally conducted outreach to increase HIV-infected African American’s
use of Ryan White services. The Ryan White Title | director told us that, in order to increase
utilization of services in the African American community, an RFP to conduct outreach for Ryan
White services in racid and ethnic minority communities was to be released soon. The director
expects that CHCs will respond to the RFP with a grategy for using their rdationship with the

community to reach out to HIV-infected African Americans. In addition, the Ryan White planning
council recently nominated a CHC saff member to the council to represent CHCs and to bring

expertise on sarving racid and ethnic minorities in the community.

Ryan White programs have adso been successful in integrating their services with the services
of programs in the MCH clugster. One Ryan White program enlisted the assstance of Hedthy Start
providers to conduct HIV testing in a Hedthy Start-sponsored “Mom-mobile” While the Mom-
mobile was originaly desgnated to provide Hedthy Start clinical and outreach s&vicea it is now
aso usad in HIV case finding and outreach.

Along the same lines, we heard about collaboration between MCH cluster and primary care
cluster programs. Collaborative relationships between PCOs and MCH programs may be fecilitated
to some degree by the location of both programs in the same organizationd unit in the state hedth
department. However, despite this physicd proximity, we did not find that the two programs often
took advantage of opportunities for coordinaion in Cleveland or in Phoenix.

In Boston, the physicad proximity of the two programs dlowed saff to more often aggressively

plan and coordinate services for children and adolescents within the CHC network--the main vehicle
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for delivering primary care services. Boston aso reported strong collaborative relationships between
CHCs and Title V. The date hedth department unit that coordinates PCO and MCH programs aso
sarves as the focd point for Title V funds and state funds to community hedth centers. Centralizing
the coordination and disbursement role facilitates the use of Title V funds in CHCs.

In contrast, relationships between CHCs and Title V programs in Cleveland and Phoenix appear
to be srained. Much of the tension is related to decisions about how Title V funds are used. As
CHCs face financid pressures, they view Title V as a possble source of funding; however, in both
places, Title V funds go to ether support nonhedth services such as enabling services and
population-based services or to entities other than CHCs. Tension between PCQs/PCAs and Title
V programs adso seems to be related to unsuccessful efforts by PCO/PCAs to help CHCs obtain Title
V funds. In sum, srained relationships, poor collaboration, and the tendency of PCQOs, PCAs,
CHCs, and MCH programs to act in isolation appear to contribute to difficulties in routing the Title
V funds to CHCs.

Collaboration between CHCs and Hedthy Start has improved during the life _of Hedthy Stat
in Bogton and Cleveland. However, some tensons related to competition for funding remain. In
Cleveland, the Northeast Ohio Neighborhood Hedlth Services (NEON), a large CHC network,
received a substantial amount of money to serve as a subcontractor to oversee Hedthy Start
activities.  Over time, it became evident that usng cdlinical service providers to oversee
neighborhood-based outreach activities was not as effective as anticipated. In the lagt year of the
Hedthy Stat project, responsbility for overseeing these activities was shifted to nonprofit
neighborhood-based organizations with a long-standing presence in the community. In addition, the
scding down of the demondration phase of Hedthy Start brought with it a sgnificant reduction in

the amount of funding going to CHCs for outreach and case management. CHCs are now struggling
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to provide more targeted case management services within the diminished Hedthy Start budget.
NEON does maintain a contract with Hedlthy Start to reach out and provide services to women in
jals.

In Bogton, CHC participation in the Hedthy Start program was not as centrd as initidly
anticipated by the CHCs. Initidly, the PCA, as an advocate for the CHCs, participated in the
development of the Hedthy Start gpplication. In return for assuming a lead role in the gpplication,
the PCA anticipated that the local CHC network would serve as the foca point for loca Heathy Start
activities, but this did not occur. After much debate, the H.S. consortium decided that the program
should not be based in health centers. Currently, 15 CHCs receive some funding to provide enabling
sarvices under the program. In the eyes of PCA daffers, Hedthy Start is ineffective as a service
delivery program but more successful as an economic development program and as an exercise in
the community involvement process. The PCA staff believes the focus and impact of Healthy Start

would have been very different under a CHC modd.

e. Benefits of Collaboration and Partnerships

Program requirements for collaboration help to mobilize community leadership around hedth
issues.  Informants for the Ryan White program told us that, the community participaion and
representation requirements legitimize and channe disparate efforts and creste new partnerships
around certain hedth issues. In the late 1980s, a- variety of grassoots advocacy agencies and
organizations blossomed in response to the AIDS epidemic. Often, these agencies worked
independently and provided a variety of often overlgpping HIV services. The Ryan White program,
authorized in 1990, was a latecomer to the HIV service delivery scene. Thus, it did not aways serve
as a catdyd for community activetion in the cities that had been hard hit in the early days of the
epidemic, athough in one place we vidted, it did reactivate dormant groups. The Ryan White
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program brought these disparate groups “to the table,” helping to legitimize community concerns and
better channdl exigting efforts. For ex?xmple, a one dte, an HIV advocacy group that often used
adversaria drategies to draw attention to HIV issues was made a forma subgroup of the council.
Ingtead of working againgt the council, the group now works in an organized and congructive
manner to address HIV issues from a consumer perspective. As one informant commented, “There
is no other forum in the community outsde the council that can get community stakeholders talking
to each other, brokering services, and collaborating.”

Hedthy Start in Boston and Cleveland is dso a catalyst for grassroots participation around the
high rete of infant desth and other problems facing young families. While CHCs and public hedth
providers have addressed infant mortaity and maternal and child hedth issues, few grassroots
organizations were involved before the Hedthy Start demonstration was funded by HRSA. In
Boston, Hedthy Start brought together more than 70 different community-based groups including
tenant organizations, shdters, nonprofit groups, hedth centers, and others to provide a wide array
of sarvices intended to directly or indirectly reduce infant mortdity. Services range from adult
education, career development, domedtic violence intervention and training, and ingruction in
English as a second language to pregnancy and parenting support, smoking cessation classes, and
nutritional support. Clevdand Hedthy Stat dso employs a large network of community-based
organizations--the Urban League, “settlement house” agencies, and churches-that help the program
conduct outreach, hedlth education, or socid services.*

Advocating for the interests of mothers and children is an important spin-off of Title V

infragtructure-building activities. We observed severd indications that HRSA programs play or have

‘A separate evauaion of the impact of the Hedthy Start Program is being conducted by MPR.
The find report from this evauation is expected in March 2000. Severa interim reports have been
produced.
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played a role in giving vulnerable populaions a voice in the community. In Phoenix, we were told
that two loca advocacy groups—-an adolescent hedth care codition and an entity focused on
perinatd hedth issues developed out of Title V patnerships. The providers funded through Title
V programs, especiadly those funded through the Children with Specia Hedth Care Needs programs,
aso form a strong advocacy group for children’s hedth issues, as do parents of children served by
these programs. The activities of these provider and parent groups, and those of other loca advocacy
organizations, seek to maintain a high leve of interest in the community around MCH issues. We
aso learned that the PCAs in Phoenix and Boston play a sgnificant role in promoting primary care
issues. The Arizona PCA successfully advocated to appropriate a substantiad portion of new date
tobacco taxes to CHC services. These funds will be used for aggressive outreach, to expand services
to uninsured persons, and to enhance CHC services. They expect that CHCs will be able to serve
up to 2,000 uninsured persons with funds obtained from this source,

Primary care advocacy activities were dso described as fulfilling an important infrastructure-
building function in Boston. The PCA was condgtently described by informants & “very effective
and skilled @& moving the CHC agenda forward.” The PCA is involved in many collaborative
arrangements and represents CHCs on many state and loca committees that address primary care,
financing, and other hedth issues. For ingtance, it has pioneered the development of dtrategies to
ensure that CHCs will be competitive in the changing hedth care marketplace. To this end, it was
ingrumental in establishing the firs HMO comprisng CHCs and in assuring a substantid market
share of clients for the centers. Today, the plan serves as a promisng modd for other CHCs.

In summary, despite the difficulties associated with developing collaborative relationships,
HRSA requirements have for the most part postively affected communication and information

sharing. Providers who participate in HRSA councils and consortia develop a better appreciation
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of what other providers are contending with and are thus better able to help them.  Councils and
consortia provide consumers with an opportunity to make suggestions and learn about service
networks and changes in services and programs. For HRSA grantees, formd mechanisms for
paticipation ensure that key community stakeholders are included in the planning and decision-

making process, and that community support for the program is developed.

B. ASSESSMENT AND PLANNING

Determining the direction that HRSA programs should be taking at the community level entails
evaduaing community hedth needs, the exiding sarvice ddivery sysem, and human and financid
resources. Consequently, most HRSA programs must provide a needs assessment as part of the
grant application or to meet a comprehensve planning requirement. To meet this requirement,
grantees are generaly directed to (1) establish a process for identifying the services needed in their
community, (2) develop a comprehensive plan for an organized delivery sysem of hedth services
that is compatible with coexisting state or locd plans for the ddivery of rdated services, and (3)
egtablish priorities for alocating funds in the digible area Informants report thatthese activities
have severd spin-off effects that improve service ddivery to underserved populations. Important
among these effects are a systematic approach to resource planning and the reorganized provider
landscape that results from competition created through the planning process, as described in the

following section.

1. Needs Assessment
HRSA programs conduct their needs assessment in one of two ways. Under the first scenario,
the grantee administrator conducts the assessment with input from subgrantees and other community

members. Subgrantees told us that, under this approach, they are not heavily involved in conducting
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the needs assessment but that they respond to grantee activities by providing relevant data or by
commenting on documents. Under thksecond scenario, the grant administrator contracts out the
entire needs assessment or large portions of it. For example, in both Boston and Cleveland, Ryan
White programs contract out the needs assessment to researchers at loca universities that have ties
to the community. In Boston, contracts for extensve surveys and focus groups have adso helped
daff develop information on gaps in sarvice ddivery.

Both scenarios gppear to help grantees meet their needs-assessment requirements. However,
some people who worked under the contracting scenario criticized or questioned the contractor's
experience with the population to be served. It appears that council members and subgrantees must
be very comfortable with the qudifications of their contractor in order for this scenario to work.

Information gathered as part of the needs assessment does not aways appear to serve as a
building block for other planning activities For example, information is informaly shared with
relevant partners but very rardy with other planning bodies or programs. Also mismatched timelines
for data reporting and the geographic boundaries of service areas may result in a ‘needs assessment
that is not useful to another program or partner. Some byproducts of the needs assessment process,
however, gppear to be extremely useful to others. For example, handbooks and directories of HIV
savices in the community have hdped HIV/AIDS consumers in identifying potentid service

providers.

2. Resource Planning

Comprehensive planning requirements for HRSA programs generdly include a process for
trandating information from the needs assessment into a service ddivery plan with priorities for
dlocating program funds. Planning committees or subcommittees often establish these priorities and
identify service gaps. Then, under many grants, a competitive grant solicitation process is used to

41 |



disribute funds to community agencies according to the priorities and objectives outlined in thar
savice ddivery plans. This link between the planning and contracting process was implemented
by most of the Ryan White, Hedthy Start, Title V, and other MCH programs that we observed, thus
tying the planning process for HRSA programs to direct service ddivery in these communities.

Program daff often described the process of building consensus around goas and priorities as
difficult. However, most informants reported that this process alowed them to maintain their
program focus, make objective funding decisons, and facilitate decison making around emerging
Issues. Some grantees, however, consdered the democratic process to be too rigid, and believed that
it created Sgnificant competition among subgrantees. Informants in Phoenix were particularly voca
about how decison making based on the democratic process can result in unheslthy competition that
impedes collaboration. For example, pediatric AIDS service providers told us that infants and
children were at a compstitive disadvantage for program funds because they are few in number, and
they represent a smal proportion of total cases. Advocating for funds for these children is
paticularly difficult because only one pediatric AIDS service provider Sts on the p!apning council,
making the planning process largely adult focused.

Panning activities under the three Title V' programs we observed dso are systematic, but they
differ from those under Ryan White programs and vary among the three sites. Mog Title V' planning
activities are conducted by date level staff who rely on the HRSA-MCH pyramid modd to guide
program objectives and funding priorities. This modd shifts Title V's emphass from dinica to
population-based and enabling services. In Boston, Title V' funds are generdly dlocated through
a compstitive grant solicitation facilitated by locd community planning groups. In Clevdand, funds
are digributed to counties according to a formula. Counties are required to have locad planning

groups decide on the further digtribution of these funds. In Phoenix, Title V funds are dispersed



through a periodic compstitive bidding process. In Boston, using locd community planning groups
to determine funding priorities appears to be on the road to incorporating more systematic grass roots
community input into the planning process, but it is too early to determine the role these community
planning groups will play in ongoing planning efforts.

Competition among subgrantees can be a result of planning, when the process identifies
duplicate services. From one informant's perspective, duplication of services may be postive
because it engenders competition, efficiency, and higher-qudity products, and it provides consumers
with choices. However, duplicate services dso means increased adminidtrative cods, which are
difficult to cover under constrained budgets. Thus, budget pressures often force the eimination of

duplicate services, and result in decreased consumer choice.

3. Improved Services Through Assessment and Planning

Through the forma mechaniams for collaborating, assessment, and planning, opportunities for
improving service ddivery are often identified. Here we describe some examples of how the
assessment and planning process has led to improved coordinaion and ddivery ‘of services in the
three Stes that were visited.

The Ryan White program assessment and planning process improved the coordination and
integration of services in severa ways. For example, in Cleveland, Ryan White | funds are used to
cross-subsidize human resources in a new underfunded women's and children’'s HIV service. This
new service shares an adult clinic nurse supported by Title | funds. This sharing of resources
improves follow-up care for women and children and increases trestment compliance rates.

In Phoenix, three large community programs offered the same family services for HIV-infected
clients. Two of the organizations merged to ensure ther survival. The third organization identified
a nead for family sarvices which it now fills, serving communities composed of racid and ethnic
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minorities and children. In this case, budget condraints initialy simulated competition among the
three organizations, but the planning process reorganized the provider landscape and expanded
sarvices to individuas not traditiondly served by the ddivery system.

In an example from the MCH cluster of programs, CISS funding is used to support loca
planning agencies in Boston. The planning group convenes a network of providers and advocates
for services for high-risk infants and children. In addition to planning and advocacy, this groups dso
implements an identification and referrd sysem whereby a provider vidts dl families with high-risk
infants a least once for screening and assessment.

We dso observed counter-examples, where service delivery was undermined because of poor
collaboration. At one dte, for example, ineffective collaboration between Ryan White Title | and
[l providers resulted in duplicate case management efforts and confuson among providers. Both
programs had developed their own case management modds and training requirements, which
differed enough to confuse case managers. Poor collaboration and communication occurred despite
the fact that representatives from both programs were involved in needs assessment and planning.

Apparently, effective communication had not occurred around case management 1SSUes.

C. DEVELOPING FINANCIAL RESOURCES

In addition to conducting needs assessments and planning, HRSA programs must find a way
to sugtain program activities when federd funding declines or ends. Moreover, HRSA is usualy not
the sole support of a program, so garnering other funds is essentid for operations. For example, the
HRSA grant is usudly only about one third of a CHC budget. This aspect of infrastructure

devdlopment may be formdly required, in that some programs must maich federd funds. In
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addition, some programs (e.g. Healthy Start) have developed explicit strategies to address decreases

in federa spending.

1. HRSA Grants as Seed Money

While HRSA is not usudly the sole funder of the sarvices it subdtantidly facilitates the
devdopment of the service infrastructure by providing grants that are matched formadly or
informally by other funds, including direct rembursement for services by Medicad. There was
generd consensus among informants in the three cities that HRSA funds are invauable seed money.
HRSA funds are particularly important when program staff gpproach foundations and public and
private agencies for funding, since these agencies are often reluctant to support start-up activities but
will support extensons of ongoing projects. In such cases, HRSA funds and program activities
support core sarvices that are maintained or expanded with other funding.

CHCs are a good example of how HRSA programs use their HRSA grants as seed money to
develop a hedth care infrastructure in underserved communities. In dl three cities we visted, CHCs
provide services through a patchwork of funding sources that includes the following HRSA
programs. hedth professons,; Title V; Hedthy Start (two stes); Ryan White Titles 1, I1, and 11l (two
sites); and SPNS. Funding for CHCs also comes from other federal sources (Head Start, Substance
Abuse and Menta Hedth Services Adminidration) as well as state and loca sources. A CHC
informant at one sSite told us that the center had become a 330 grantee, in part to avail itself of other
HRSA funding opportunities in order to better serve its clients. For example, that particular CHC’s
HIV program rdlies on various funding sources, including Ryan White Title | and 11, SPNS, and State
grants. Without these funds, the center could not provide the levd of comprehensve care it
currently offers to HIV-infected dclients. At another ste, HRSA CHC funds are critica for meeting
digibility requirements for applying for and receiving date funds from a new tobacco tax fund
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dedicated to expanding primary care sarvices. These funds are available exclusvely to already-

established CHCs.

2. Sharing Funds Among HRSA Programs

Ryan White programs provide examples of how HRSA programs have sought to share their
funds to effectively serve HIV/AIDS patients. At dl three Stes, we were told that the increased use
and effectiveness of new antiretrovial medications has posed new chalenges for the Ryan White
program. Principdly, these chdlenges include increasng per-person medication cods, increased
use of sarvices, the quick depletion of Title II AIDS Drug Assstance Program (ADAP) funds, and
unmet client needs. Having acknowledged the fact that meeting clients needs for medication is a
priority, planning councils a dl three dtes voted to yidd some portion of ther Title | funds to
support the Title I ADAP program. Most Ryan White Title | informants we spoke with believe that
the shift of Title | funds has contributed sgnificantly to continuity of care for many individuas with
HIV/AIDS.

Overuse of ADAP funds at one Ste dso led to additiond drategies for ensuring more effective
use of these funds. In genera, Ryan White funds may not be used to provide services that are
payable by third-party payers, including Medicaid, Medicare, and/or other state or local entitlement
programs.  In light of the quick depletion of ADAP funds, the program needed to ensure that funds
were not used to pay for services covered by other programs.  So the program created a work group
to identify how other funding sources could be tapped before organizations sought reimbursement
from ADAP. The product of the work group was a new screening form and resource guide for case
managers to use in assessng clients digibility for drug rembursement under other public programs.
As a reault of this guidance, expenditures for ADAP have fdlen, and the program is now the payer

of last resort.
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The limited amount of Title | funds dlocated to pediatric AIDS has prompted providers in
Phoenix who serve children with this “illness to collaborate with other providers in the Phoenix
community to develop a grant gpplication for Ryan White Title IV funds. The applicants seek to
address complex service delivery chalenges by cresting a system for linking pediatric AIDS services
to HIV sarvices for femae adults.

One dte has pooled dl HIV funds avaladle from the date, the city, and the Ryan White
program. A single application meeting al date, city, and federa requirements is used to access these
pooled funds. Funds were pooled so that they could be used more efficiently and to reduce applicant
burden. Under the single RFP, there is one Statewide consolidated statement of need, and grantees
are held to one st of reporting requirements. The pooling of funds aso reflects the philosophy of

the program, which is to develop a seamless system of care.

3. Changesin Program Focus

Leveraging HRSA funds to obtain additiond funding can dso sgnificantly change a program’s
focus or vighility in the community. It is unclear whether a change in program focus is a postive
consequence of leveraging HRSA funds. On the one hand, a change in program focus may shift
resources from one population to another, meaning that services are diminished for some groups.
On the other hand, the change in focus may emerge as a pogtive response to changing community
needs and may, & a minimum, assure a continued flow of funds into the community.

For example, Hedthy Start ites lost much of their origind funding as the program moved from
the demondration to the continuation phase. This rgpid loss of revenue stimulated programs to
develop dretegies for sudtaining their activities. Such sraegies have focused primarily on
developing partnerships or relaionships with other public and private funding sources and programs
in the area to assure a continuation of core activities. For example, in Boston, foundation funding
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was obtained to support Hedthy Start adminigtrative staff. However, there dso have been negative
consequences to this loss of federd funds. Fird, it has been impossible to replace dl of the dollars
logt from the demondration phase, and programs have had to substantidly scale back activities.

Also, while new funding sources will help sustain some of the origind Hedthy Start project

activities, new funders may emphasize gods tha differ from the gods of the origind funders.

For example, one Boston CHC Hedthy Start grantee managed to sustain a home visting
progran for highrisk families by pooling Hedthy Sat funding with two smilar date-funded
efforts. While the origind Hedthy Start home vigting program was sudained, dbeit a a lower
leve, the focus of the program shifted away from Hedthy Start-eligible women to women who only
meet the more narrow digibility criteria for the State programs.

The risk programs face when leveraging HRSA funds is dso illugtrated by the experience of an
AHEC program that logt its identity. The federd AHEC program provides five to Sx years of core
fundingto AHEC programs. AHECs generdly seek state and other sources of funding to maintain
the program after federd funding expires. According to one informant, the termination of federd
funding and the loss of continued:state funding a one Ste meant that “we had to give away the
AHEC in order to save it.” In the process of trying to survive, the program logt its presence.
According to the AHEC director, the loss of funding required that the program meet its AHEC
objectives under the auspices of a new 501(c)(3) corporation--Ingtitute for Hedth Professons
Education. This new corporation blends AHEC and AETC funds to provide training in selected
aress of hedth professons and HIV. As a result of defunding and in the interests of the new
leadership, it is less active in placing NHSC dudents, as many traditiond AHECs do. This
organization now seeks to play an important role in providing education in seven areas-aging,

chronic diseases, cultura diversty, family violence, HIV/AIDS, socid-culturd issues in hedth care,



and women's issues. As a result of this radicd change in direction, there is a sense among loca
providers that the AHEC no longer exists. When we queried other community informants about the
AHEC and its activities, we were consistently told that it had been defunded and that the informants
were unaware of what it was currently doing. It is unclear whether this perception is related to the
loss of funding and to the shift in emphasis to training activities or to the AHEC’s new identity.

In marked contrast to the AHEC experience, one CHC reported that HRSA funds and associated
grant requirements have helped it to maintain its identity and function as a community provider. The
CHC is dtuated in a market where hedth care ddivery sysems are becoming more and more
verticdly integrated and competitive. In fact, severa noncommunity-based hospitals and hedth
plans have asked the CHC to join ther ddivery systems. The CHC has been able to resst these
overtures to integrate by invoking the HRSA 330 grant requirement tha CHCs mantan a
community-based philosophy and certain structurd and organizationd requirements such as the
creation of a community board. These requirements are difficult for most hospitd and hedth plans

to meet.

D. DEVELOPING HUMAN RESOURCES

HRSA programs focus on a wide range of hedth care issues affecting vulnerable and
underserved communities. Thus, in addition to support of academic programs, HRSA’s sarvice
delivery programs are excedllent vehicles for community based training for hedth professonds, snce
they provide access to traditionaly underserved populations and populations with complex hedlth
care needs. We found strong relationships between HRSA training programs and CHCs, but fewer
such relationships between HRSA training programs and other HRSA programs.  Such relationships
provide benefits both for those who conduct the training as well as those who recaive it. CHCs that
sarve as traning dtes increase ther cgpacity to provide services to vulnerable populations while
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cregting for themsdves an opportunity to identify potentid employees from among those they train.
The benefits to sudents include an ingght into practice in a setting serving vulnerable populations

and exposure to mentors who practice primary care.

1. Health Professions Training Programs and CHCs

HRSA hedth professons training programs and CHCs are partnering to ensure that physicians
get experience in community-based settings and that patients receive quality care. For example,
Boston Universty School of Medicine has received HRSA hedth professons training grants to
establish the Department of Family Medicine and to conduct predoctord training. Both grants were
edtablished in large part to facilitate the connection between faculty, students, and the broader
community. The universty’s programs have forged collaborative rdationships with two hedth
networks. One is a forma partnership between the medica schoadl, its affiliated hospitds, and eight
closdy dffiliated CH(;s. The other is a network that includes 12 CHCs, a college of nursing, and a
teeching hospitd. Both networks make it possble to conduct interdisciplinary training in the
community. The residency program’s first group of resdents is expected to arrive this year, and the
predoctora training program is expected to provided clinical experiences a& CHCs for about one-
third to one-half of the school’s medical students. People from the family medicine training program
believe that HRSA training grants were indrumenta in giving family medicine a foothold in the
community’s hostile, specidty-oriented atmosphere. As one informant put it, “One needed to be a
pioneer to do family practice in the community just a few years ago.” Today, family physcians are
viewed as key members of community-based systems of care.

This relationship between academic medicine and CHCs was influentid in recruiting a mgor

national figure to the Depatment of Family Medicine The CHC aggressvely supported the
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candidacy of this person and showed its commitment to serving as a patner in training.  These
academic connections have helped the Boston CHCs recruit new physcians.

Collaboration extends beyond hedth professons training to research. Two CHCs approached
the Department of Family Medicine about collaborating on population-based research problems.
The department will serve as the research adminigrative am for the CHCs.- There are plans to
enlarge the current research agenda and develop a broad-based research network among CHCs to
investigate the hedth problems of vulnerable populations.

The Depatment of Family Medicine aso collaborates with a hedth plan to ensure continuity
of care for plan members. Department clinica staff have agreed to coordinate care for plan members
who are inpatients a the teaching hospita. Under this arrangement, a dinica staff member serves
as the member’s private attending physician. At discharge, the member is referred back to his or her
primary care practitioner. This arrangement ensures that members will not be diverted to physicians
who are unfamiliar with their hedth care needs, a common problem that disrupts continuity of care

for patients admitted to teaching hospitals.

2. AHECs and Other Health Professons Programs

AHECs are designed to address primary care shortages in communities by linking the hedth
care needs of communities with the resources of large academic centers. AHECs carry out their
mission, in part, by supporting the development of primary care training programs and connecting
these training activities to the community. For example, the Boston Universty School of Medicine
AHEC was indrumentd in solidifying the postion of the new Depatment of Family Medicine in

the School of Medicine and for laying the groundwork for HRSA training grants and other
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foundation grants (Kellogg and Robert Wood Johnson Foundation grants)’. The Boston University
School of Medicine AHEC supports medica undergraduate and graduate training, and the Boston
AHEC supports mentoring programs in hedlth professons for high school students. Although these
are separate AHEC programs, they work jointly to support hedth professons training gods in the
community. Specificdly, the Boson AHEC builds on the professond and physca resources of
the Boston University School of Medicine AHEC to support many aspects of its hedth careers
programs. For example, sudents from the Boston public school system who paticipate in the
Boston AHEC’s Summer Enrichment Program recelve academic support through an after-school
program staffed by mentors from the Boston Universty School of Medicine. The Boson AHEC
dso offers an intendve eght-week academic experience for high school juniors and seniors
interested in pursuing alied hedlth careers through the Hedlth Career Opportunity Program (HCOP).
To conduct these activities, AHEC program gtaff built an ‘eaborate network of public schools,
colleges, the Boston Universty School of Medicine and other medica indtitutions, the public hedth
department, and others. The HCOP did not receive continued funding during thg last gpplication
period. At the time of our vist, program dtaff were sruggling to maintain the network but were
optimigtic about obtaining funds in the next gpplication cyde. However, if additiond funding is not
recaived, it will become difficult for the program to sustain the partnerships it has forged.

The Phoenix AHEC, as mentioned, has lost its community presence as an AHEC. However,
it continues to work closdly with the Arizona College of Medicine and with local medicd centers

to provide community-based training for students.

‘Features of the Kellogg Community Partnership Program and Center for Community Hedth
Education, Research and Service grant include community participation in the educational process,
interdisciplinary teeching, and continuity of student experiences in family medicine dtes in the
community. The RWJF Generdigt Physician Initiative grant supports the Center for Primary Care
at the School of Medicine.
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The Cleveland AHEC was once based & Case Western Reserve School of Medicine. The
program was defunded severa years agd because it shifted control from its community-based agency
partner, as required by HRSA, to the medicd school. According to the AHEC informant, the
partnership requirement had crested many problems for the program. As an urban center, the AHEC
program found it very difficult to establish and maintain successful relationships with the community
partner and the medica school. The medica school questioned the need for the invesment in
additiond space and daff when medicd school property and saff were avalable in the same
community to run the program. Reationships eventualy became so tense and fragmented that, after
initia core funding expired, Case Western continued limited AHEC activities without a community
partner.

Not surprisngly, two HRSA training initiatives have found common ground. The Boston and
Phoenix AHEC dtes are dffiliated with the AETCs, which disseminate the latest in HIV/AIDS

thergpeutic and caregiving information to practitioners in the community.

3. Health Professons Training and Other HRSA Programs

The NHSC is a training program in the sense that it uses student financid aid as an incentive
to share careers toward community-based medicine. At the same time, it is very much a placement
program for underserved aress. There is a generd consensus among PCO and PCA informants at
al three Stes that the NHSC program is instrumentalg in increasing access to services in underserved
communities throughout the state, and especidly in rurd aress.

The perception of the importance of NHSC providers is more mixed in the three CHCs where
we discussed NHSC issues. For example, the Boston CHC, while consdered digible to receive
NHSC providers, has been able to recruit and retain other primary care staff and consequently it has
not recently requested NHSC providers. In Cleveland, the CHC we visited had once heavily used
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NHSC providers, but to&y the need is less acute because the center has lost a considerable number
of clients to managed care. Also Cleveland CHC informants expressed genera disgppointment with
the poor retention of NHSC physicians in the past. Over the years, few physicians have decided to
reman a the center after completing their obligation period. CHCs have had more success retaining

cetified nurse midwives. Currently, the center has two midwives that are obligated through the
NHSC program, but has been able to hire an additiona certified nurse midwife, who has completed

her NHSC obligation.

In Phoenix, NHSC providers are a key part of the provider network, and the NHSC plays an
important role in helping the Phoenix CHC to recruit clinicians. In particular, the loan-repayment
component of the NHSC program has proved to be a mgor recruiting vehicle. At the time of our
vigt, the hedth center director believed the center's future access to NHSC providers was in
jeopardy because it is located in a hedth professond shortage area that may lose its designation as
an underserved community. If this happens, the hedth center director believes that the center could
lose a ggnificant number of NHSC providers. This loss would cripple the center’s ability to provide
sarvices to its primarily low-income Hispanic population. We were dso told that, as in Cleveland,
it is becoming more and more difficult to retain providers.

Provider recruitment and retention is difficult because there is competition from private hedth
plans. Providers often view CHC facilities as relaively undesirable practice Stes. For example, the
centers are often in areas that have high crime rates. Recruiting gaff to CHCs and traning them is
aso difficult because these positions pay less than positions in both fee-for-service private practice
and in large hedth plans. In Boston, however, the strong reaionship between the family medicine
training program and CHCs has made it easer to recruit physcians to CHCs. For ingtance, two

physicians were recently hired after a sSx-week search compared to the typica two-year search
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period. Other practitioners have been somewhat easer to recruit and retain than physicians. For
example. the CHC in Clevdand was dble to expand its gaff of certified midwives by hiring a
midwife who recently completed her NHSC obligation at the center.

Ryan White and MCH program informants generdly knew less about HRSA hedth professions
training programs than CHC informants. There is an exception in Boston, where we observed strong
linkages between one CHC and the Ryan White SPNS program. Through the SPNS grant, the center
is developing a modd by which to integrate mental hedth and substance abuse sarvices for HIV
clients within a primary care model. The CHC is dso an important training Ste for undergraduate
medica and nursang students and for medica graduate residents. During training at the Site, sudents
learn about and participate in the new HIV-client service ddlivery models that are the focus of the
SPNS grant.

An important spin-off effect of HRSA training programs is better access to care for vulnerable
populaions in the community, snce, in addition to providing training experiences for its students,
clinical gaff provide direct services to the community. For example, in Boston the Department of
Family Medicine employs eight family physcians in an outpaient department that primarily sees
Medicaid recipients and uninsured patients. The depatment dso dlots a hdf day per family
physician for community outreach and activities targeted to high-risk populations. Arrangements
have aso been made for gaff to provide clinica services to a program for the homeess, and plans

are underway to serve two HIV programs.
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1. MARKET CHANGES AND THE CHALLENGES FACED BY HRSA GRANTEES

Changes in the hedth care market were in the forefront of each site vist. Although we asked
guestions about such changes and about how they have affected HRSA grantees, we aso received
much unsolicited input because of the pervasive influence of these changes. This chapter discusses

what we observed to be the mgor changes that have affected HRSA grantees.

Shifts in the demographic and political landscape

The evolution of Medicad programs

Redructuring of providers through consolidation and verticad integration
» New technology

. Effects on infrastructure development

A. SHIFTSIN THE DEMOGRAPHIC AND POLITICAL LANDSCAPE
HRSA programs operate in a changing demographic and political environment that is beyond

their control but that serioudy affects their programs. Demographic shifts include:

. An aging population, resulting in fewer children per capita

The movement of some low-income and minority populations traditiondly served by
HRSA from centra cities to suburbs

. An increese in the number of uninsured people, induding influences of Higpanic
populations and other immigrants
As the populations traditiondly served by HRSA change, the programs must adapt. For
example, the population served by one Boston hedth center has become admost 100 percent

Dominican in recent years, resulting in the need to add staff who spesk Spanish and are aware of



Dominican culturd norms surrounding hedth care sarvices. In addition, American Indians in
Phoenix are increasingly moving from reserveions into the city, making it necessary for programs
to employ people who are sendtive to their hedth care needs.

The politicd environment is dso changing. One associated trend is that State and local
governments increasingly contract for many State-sponsored services. As a consequence, there is
competitive bidding for services and a need for mechanisms to assure financiad and program
accountability.

Wedfare reform is another mgor change, the effects of which are only now being fet. Those
leaving welfare may lose their Medicaid benefits, resulting in more uninsured individuds who need
services. It appears that the safety net provided by HRSA programs such as CHCs will be very
important for these people. Still, this is not completely clear yet, and the extent to which CHCs fill

this need will certainly vary from place to place.

B. THE EVOLUTION OF MEDICAID PROGRAMS

It is probably safe to say that the most profound market changes recently ‘affecting HRSA
programs have been changes in the Medicaid program. Fee-for-service rembursement has been
gradudly replaced by managed care--both by primary care case management and, more recently, by
fuly capitated rembursement. Another mgor change is the expanson of Medicaid for pregnant
women, infants, and children. Managed care programs, in which Medicaid-covered individuas must
sdect primary care providers, may or may not include HRSA-funded providers potentidly reducing
the Medicad revenues of such programs. At the same time, the demographic changes mentioned
above have resulted in an increasingly uninsured population seeking to be served by HRSA

programs. While this is a return to the dtuation that exigted in the 1970s, it is a retrenchment in



funding for many programs (such as CHCs) that have come to rely on Medicaid funding in the 1980s
and 1990s.

The consequences of these changes are postive for some programs, negative (indeed dire) for
others, and negligible for ill others. For example, Hedthy Start and Ryan White programs have
not experienced a mgor impact from market changes. Hedthy Start in particular is not as greetly
affected as more clinicaly-oriented programs such as CHCs and some Title V' programs, sSihce many
of its services and the programs it sponsors (e.g., support services) are not covered by Medicaid.
Smilaly, many Ryan White sarvices are nondlinicd. The exception is drug thergpy, but most
clients served by ADAP programs are uninsured, so there has not been a traditiona dependence on
Medicaid to cover those services.

The mission of the Title V programs has changed with the Medicaid expansons for women and
children, and dae programs are intensvely redefining ther roles in the new environment. In
particular, they have druggled to have a dsgnificant involvement in the political process of defining
the parameters of each state's child hedth insurance expansion program.

As primary care providers for many low-income people, CHCs have aso been .greatly affected
by Medicaid changes, especidly by Medicad managed care. The degree to which a center is
affected is quite variable, depending on how successful a center is in becoming a part of a network.
For example, severd CHCs in Ohio are auffering financidly for two man reasons. Fird, ther
overal casdoad has declined because of the demographic changes described above and because their
patients have chosen other providers. Second, their casdoads have become increasingly made up
of uninsured people. In contrast, other Ohio CHCs have joined networks and maintained their

casdloads, and consequently have done well.
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A specidized aspect of Medicad managed care is the mental hedth carve-out process. The
homeless grantee that we vigited in Phoénix is epecidly affected by this process. The grantee has
had greet difficulty obtaining menta hedth and substance abuse sarvices for its clients. Without
becoming a direct provider in the carve-out plan (a difficult process), it is impossble for this grantee
to obtain services covered by Medicaid.

We observed diversfication in the misson and role of some CHCs in response to Medicaid
changes and the dedlining size of their HRSA grants. They have had to find other sources of funds,
such as Ryan White grants, Head Start (making them child-care providers), and SAMHSA (through
providing mental hedth/substance abuse services). The change in the source of their funds has

shifted the emphass of some centers avay from primary care.

C. RESTRUCTURING OF PROVIDERS

Another market change that has affected HRSA providers is the increasing consolidation and
vertical integration of some hedth providers. The rate of this change varies from dte to site. Boston
is experiencing the most profound changes as its many mgor medica centers consolidate into a
gndler number of larger entities CHCs have traditiondly enjoyed a very'favorable reationship
with these medica centers. (The CHCs use physicians and other providers in training and get other
direct financid subsdies) It is uncdear how the redructuring of providers will ultimately affect the
centers, snce many of the changes are fairly recent. For now, most CHCs seem to be holding ther
OWT.

In addition to CHCs, public hospitas have been affected in various ways by changes in provider
dructure. To one degree or another, the fate of public hospitals aso affects the clients served by

HRSA programs. For example, mgor public hospitals are struggling in some cities (Phoenix) and
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thriving in others (Cleveland). Those which are struggling may redtrict services or be forced to
close. Either outcome strongly affects those who use those fadilities, especidly the uninsured.  When
the public hospital system has created its own verticdly integrated system, as in Cleveland (and
Boston, through consolidation), public hospitals are more likely to develop their own ambulatory
care sysem rather than contract with CHCs for primary care, which is what has happened in

Clevdand.

D. TECHNOLOGICAL CHANGE

Although we did not directly observe many mgor technologica changes, the people we
interviewed aluded to them. For ingtance, evolving drug therapy is affecting Ryan White programs.
These programs were initidly intended to provide clinica and support services for clients with a life-
threatening condition. More and more, the program is covering the high cost of drug therapy--
therapy that improves the qudity of and prolongs life.

The development of information systems is another technologica change that affects HRSA
programs. Mogt programs are successfully developing and using information systems, but getting
the capitd they need to use these tools to ther full capacity continues to be a chdlenge. We
repeatedly heard that the programs that were most successful a adapting to hedth systems change
were those that were successfully usng modem information systems.

Findly, the potentid to offer clinicd service via tedemedicine is a technologicad change that can
have a mgor effect on HRSA programs. In tedemedicine, consultations are conducted from a
distance. While tdemedicine has until now been used primarily a rurd gtes, it can be useful in
urban areas aswell. We did not hear of this technique being used, yet, but it was aluded to as a tool

with the potential to incresse the breadth of services.
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E. MARKET EFFECTS ON INFRASTRUCTURE DEVELOPMENT
Market competition has both positive and negative effects on HRSA grantees ahility to partner,

plan for the future, and to tap into additional resources.

1. Collaboration

One example of the effect of market changes on collaboration is found in Cleveland. In that city
market changes first led to a collaborative relationship between the Northeast Ohio Neighborhood
Hedlth Services (NEON), a network of CHCs, its associated HMO, Tota Hedth Care Plan (THCP),
and University Hospital, an academic health center. Between 1987 and 1994, NEON and University
Hospitd collaborated to address the problem of moving non-emergency patients out of the hospital
emergency department and into primary care settings. NEON was responsible for managing an adult
urgent care center in the emergency room at University Hospital that received non-emergency cases
triaged from the emérgency room. The center linked patients without a usual source of care to
NEON and other primary care centers. This arrangement aso dlowed for collaboration in health
professions training; for instance, NEON NHSC cdlinicians provided services at'the center and
Universty Hospitd gaff were responsible for teaching functions in the NEON dlinic.

Universty Hospitd derived the following benefits from this collaborative venture (1) the
emergency room became less congested, (2) medica residents received more and better exposure
to primary care services training, and (3) hospital emergency costs were reduced because the hospital
no longer treated non-emergency cases for the low, fixed rate rembursed by Medicad. NEON
benefitted as well--it recelved an important client base of Medicaid patients and opportunities for

FQHC reimbursement.
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While this collaborative effort was viewed as “successful,” changes in the hedth care market
led to its demise. In 1994, University Hospita entered into a relationship with an HMO. creating
competitive tensons with NEON's THCP. which was dso enrolling Medicad and commercid
clients. By 1995, competition in the Cleveland market had escdated, with 11 HMOs competing for
Medicad managed care clients, Competition for patients eventudly contributed to the termination
of the collaborative effort and the aorupt loss of 35,000 covered lives from the THCP client census.
The dgnificant loss of covered lives caused havoc for NEON dgaffing, utilization, generd
performance, and financid viability. It dso caused a clinic to cdose According to informants,
NEON was dow in responding to the loss of clients and was not positioned to respond to the loss
of market share or to make adminigrative and infrastructure changes that would accommodate the
smdler client base. Consequently, in this rather extreme example, the intense competition for clients
and a reluctance to refer patients from one program to another destroyed the relationship and resulted
in NEON's loss of a consderable amount of Medicaid market share and a reduced role in health

professons training.

2. Assessment and Planning

Changes in the hedlth care market can dso affect assessment and planning for services. For
ingtance, increased competition can make programs reluctant to share information on ther clients
or savices. Also HRSA grantees are sometimes left out of critical planning activities surrounding,
for example, hedth care financing program design.

In Boston, we heard that the State Department of Public Hedlth, which administers many HRSA
programs including the PCO, CHCs, and MCH programs, has participated only in a limited way in

date policy decisons about hedth care reform. Policy decisons are made out of the governor's
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office with the assstance of two key dtae hedth care divisons-the Divison of Medical Assstance
(DMA) and the Divison of Hedth Care Finance and Policy (DHCFP). The DMA adminiders the
Medicaid program, and the DHCFP administers the Uncompensated Care Pool and develops hedth
care pricing policies, payment methods, and rates. Until recently, the Department of Public Hedth
had not obtained a “place a the table’ where financing decisons that have sgnificant implications
for primary care programs are made. While ill not fully involved in dedson meking, the
department, through the PCO, recently began to assst the DHCFP in implementing its new hedth
care financing program--the Child Hedlth Insurance Program (CHIP). The PCO adminisers mini-
grants to community-based groups for CHIP outreach. These grants are funded through the

Uncompensated Care Pool.

3. Resource Development

Changes in the hedth care market can dso affect HRSA grantees financiad resources by
increasng competition among providers for market share. For example, in Boston, the growing
emphasis on outpatient care and managed care ddivery systems has transformed the hedth care
market. In particular, there have been active mergers and acquisitions among hedth care providers
to expand service areas and improve market share. And as more and more people digible for
Medicaid enroll in Medicaid managed care, new market opportunities for providers arise. To remain
competitive in the changing marketplace, CHCs have begun to seek dliances among themselves and
with other providers. Boston HealthNet, a CHC network, is discussng formd organizational
dfiliations with other centers and large integrated systems, while Neighborhood Hedth Plan, a
community hedth center HMO, is actively pursuing a formd afiliation with Harvard Rilgrim Hedlth

Care, the largest HMO in the state, and with other commercid plans.



Human resource development can also be affected by market changes. Over the past five years,
the four medicd schools in Boston have increased their emphasis on the training of primary care
physicians in response to increased demand for these providers. As a result, there is a greater need
for training and mentoring in CHCs. As training Stes, CHCs absorb much of the cost of training
activities and effects of these activities on productivity because they vaue the services of trainees
and the opportunity to recruit daff from among them. However, once training is complete, CHCs
face grong compstition from other providers dso hiring new primary care physcians, even through
the cost of training has been absorbed by the CHCs and their medica school partners.  CHCs are al'so
often & a competitive disadvantage because sdary levels are lower than those offered by other
providers. In Phoenix, we were dso told that this compstitive disadvantage comes in part from the
high level of adminigrative burden on CHC providers. That is, compared with other providers, CHC
providers must spend more time on administrative paperwork for reimbursement and on meeting
federa reporting requirements. Physicians often leave CHCs for other environments such as

managed care plans where the adminidrative burden is percelved to be smpler.
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V. SUGGESTIONS FOR FACILITATING INFRASTRUCTURE
DEVELOPMENT THROUGH HRSA PROGRAMS

HRSA has a fiscd responghility to make the best use of the limited federal funds alocated to
its grant programs. To this end, HRSA gtrives to award new grants to programs that do not duplicate
exiging programs and to fund high-qudity programs and services. It dso tries to develop programs
that can be sugtained by date and locd funds, thus freeing up limited federal funds for new and
innovative programs that fit current nationd funding priorities. It uses grant requirements both for
the grant proposa as well as award conditions, to foster these goals.

All HRSA programs face the problem that grant requirements may difle credtivity and limit the
extent to which gtate and local adminigtrators can customize their programs to loca problems.  Some
requirements are expensive to implement, since they may, for example, require new data collection.
Such requirements may consequently teke federal funds away from the services that programs are
designed to develop.

While conducting the dte vidts, the teams examined how programs have met their management
and oversight responsibilities, as well as what they appreciated most about HRSA’s role and what
they found difficult about it. We dso asked informants to provide suggestions for HRSA
management that could improve HRSA’s attempts to foster the development of a hedth care
infrastructure a the community level. These findings are discussed according to the following

components of HRSA activities

. Grant proposa requirements, most notably the requirement for a needs assessment
. Collaboration requirements

. Sdting standards and performance measurement
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. Technicd assgance

A. GRANT PROPOSAL REQUIREMENTS

All HRSA programs require an extensive grant proposa. In the proposa, the candidate grantee
describes activities it has planned for the coming year in detal so that grant reviewers (usudly
central or regional HRSA program gaff) can determine whether the proposed use of funds matches
program goas and requirements. Over time, this grant process has evolved into a management toal,
and HRSA has used the grant proposal to stimulate the planning process at the local levd. By doing
this, HRSA has hoped to achieve two things (1) to persuade gpplicants to involve the wider
community in preparing the gpplication and (2) to base its funding decisons on actua data on the
need for the proposed program components. These two activities generdly form the backbone of
the needs assessment process.

We found that this process is often, but not aways, successful. The first god in the process-
involving the wider community--is difficult to achieve. Busy people with other job respongbilities
are dretched when they have to prepare a long grant proposal, and it is certainly possble (and
perhaps easer) to prepare a thorough and impressve grant agpplication without the extensve
involvement of individuds outsde the gpplicant organization. As noted, Title V agencies are
required to involve individuads outsde their own organization in their grant proposd, but in the three
cties we vidted we found tha this involvement was usudly rather perfunctory. Only a sngle
meeting might be used to solicit such input, for example. Even when severd individuds reported
having atended such meetings, they often did not fed that their input was vaued or used.

The second component of the needs assessment process, basing an application on actua data,

Is another excellent way to ensure a fair grant process. HRSA now requires applicants to include
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such data in grant proposals for CHC, Hedthy Start, Ryan White, and Title V programs. In fact,
for CHCs, HRSA is moving in the direction of basng the actud sze of a grant on the data (for
example, on the number of client encounters). In addition, CHC data systems have evolved (with
much effort) to the point where most gpplicants have accurate and comparable measures on which
HRSA can base funding decisons,

Additiona sources of data for planning are the HRSA-funded PCOs in each dtate, which are
developed and effective to varying degrees from date to ate. Unfortunatdy, the very high quality
data that many PCOs produce are not widely disseminated or used by the HRSA grantees in the
cities we vigted.

Although the data-based planning process is evolving, it is doing so unevenly. HRSA could
facilitate the process in severd ways, making it eeser for grantees as they prepare thar extensve
goplications and making the data a more rdiable and useful for funding decisons. Site vigtors
offered the following suggestions, based on discussons following Ste vists

. Review the data requirements for al HRSA programs, at least the mgjor ones mentioned
above. Come up with a- template for a core set of needs assessment data (e.g.,
population of the area, number of primary care providers, etc.). Encourage dl HRSA
grantees in a date or loca area to share these data. (Obvioudy, each program would
have its own specific needs assessment requirements, such as HIV prevaence rates for
Ryan White programs, that would not cross program aress.)

. Base the required information on existing data sets to the grestest possble extent.
Provide grantees with tools to acquire and analyze data (e.g., CDC Wonder). Provide
technical assstance through conferences or workbooks on how to use the tools.

. Congder drawing on PCOs to provide data for needs assessments for HRSA grantees
within a particular sate. This would give PCOs a more concrete purpose, standardize
the data collected across HRSA grantees. and provide a linkage across HRSA programs
a the gate leve.

. Tie the data requested to funding priorities a the nationa level. This would creste a
gronger link between requested data and HRSA funding decisons.



Tie the timing period of required data to the funding year (e.g. fiscd year vs. cdendar
year).
B. COLLABORATION REQUIREMENTS

As mentioned, HRSA programs are required to collaborate with other agencies and
organizations in some fashion. The requirements are more or less formaized and ructured. We
asked informants what HRSA could do to facilitate this collaboration process.

Fird, severd interviewees requested that HRSA more clearly define the purpose of
collaboration. If HRSA could clarify goas when presenting collaboration requirements to grantees,
projects would have a benchmark against which to measure the success of collaborative efforts.  For
example, HRSA might date that funds must be fairly didributed across a range of providers
according to set priorities. This seems to be the Ryan White program’s primary goa, since much
of the planning council’s activity centers around deciding how to didribute funds. As one informant
put it, “From my point of view, it would be helpful if there were expectations from the feds on how
* programs should interact.”

HRSA might aso more explicitly date that programs should be culturdly appropriate,
accessible, and otherwise sendtive to community needs. For projects, this would mean stepping up
efforts to involve consumers in the collaborative process, which is a requirement for CHC, Hedthy
Start, and Ryan White programs.

Once the gods of collaboration have been darified, some structura mandates seem to facilitate
the process of collaboration. These mandates might take the form of requiring projects to develop
certain committees or a certain type of collaborative body with a certain sze and composition.
Providing technicd guidance on fogtering collaboration is aso very important, perhgos in

combination with minima fixed requirements. It is noteworthy thet, while mogt of.the mgor HRSA
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programs do have collaboration requirements, they have evolved separately from one another. Close
communication that would alow one program to learn from another’s experience does not seem to
have taken place. For example, CHC community boards have been in existence for many years, yet

requirements for a dgmilar body in the Ryan White and Hedthy Stat programs evolved
independently from condderation of the CHC requirements.

Almogt across the board, informants suggested that collaboration could be fostered by bringing
programs together at the federd level before the local programs are asked to collaborate.  For
indance, informants frequently cited the requirement that HRSA programs collaborate with
Medicaid. As one respondent said, “We're told to collaborate with them, but they are not told to
collaborate with us.” Respondents pointed out that local HRSA programs do not adways relate well
to one another at times because of their conflicting agendas. Problems like this could be mitigated
if federa players presented a common front and demondtrated mutudly supportive relaionships (for
example, gppearing jointly a nationa meetings and sponsoring joint grant solicitations).

As ancther example, according to informants, the historica divison that has long caused tenson
between the Bureau of Primary Care and the Bureau of Hedlth Professons has filtered down to the
sate level and has negetively affected collaboration at the locd level among the NHSC, CHCs,
PCOs, PCAs, and the AHEC programs. At some sites, CHCs appeared to function as “free agents,”
completely separate from the PCA and the PCO. Links between CHCs and hedth professons
training programs are also wesk in some Stes.

One of the mog telling examples of the need for collaboration among HRSA programs comes
from the MCH clugter, where the objective as well as the populations of the three programs in this

cluster--CHCs, Hedthy Start, and Title V--overlap consderably. The overlap and the resulting need
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for collaboration at the federd leve is not as marked with the AHEC/Health Professons and Ryan
White programs.

Some informants suggested that if HRSA wants more collaboration among its grantees,
requirements ‘must -be accompanied by financid incentives, such as desgnaied funding for
collaboretive activities and funding to atend nationd conferences . In summary, Ssmply requiring
programs to collaborate is not enough. HRSA should also take steps to ensure that this collaboration
is meaningful, attainable, and seen by programs as something tha is rewarded. If this does not
happen, the result is likdy to be farly supeficid collaboraive activities associated with
continuation of the status quo, which, in turn, could result in each program pursuing its own isolated

agenda.

C. SETTING STANDARDSAND MEASURING PERFORMANCE

One HRSA goai Is to direct funds to high-qudity, efficient programs. While there is dso a
desre to fogter locd control and innovation, the movement toward setting some standard level of
performance is underway for severd of the programs we examined, most notably ‘CHCs and Ryan
White programs. Local saff must balance their desre to cusomize programs for their community
with meeting federd performance standards. We heard conflicting opinions about these performance
measurement efforts, but, because they are very recent, it is too early to determine with confidence
how wel the measurement process is working.

In more than one ingtance, we heard thet there is a great ded of anxiety among programs about
how performance measurement would ultimately affect their funding. For example, programs that
provide population-based services such as outreach are nervous about being judged according to the

number of clients that they serve--a figure that cannot be eadly tabulated. On the whole, however,
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most reactions were podtive. Fird, the push toward performance measurement has improved the
locd programs ahility to collect data;and the data they report to HRSA can be used for other
management purposes. Several CHCs brought out their reports from the Uniform Data System and
were proud at last to be able to provide concrete information on the number and characterigtics of
their clients.

Also, mogt programs fed that it is legitimate and gppropriate for HRSA to take on an oversght
and monitoring role. Indeed, many were proud of their program and looked forward to the
opportunity to showcase it and be rewarded for their efforts. However, they emphasized thet it is
very important for HRSA to lay out its expectations well in advance and to take a quality-
improvement, rather than a punitive, approach to problems.

For some programs (eg., Hedthy Start), grant officers are stationed at the centra office. For
others such as CHCs, they are dtationed at regiond offices. Discussons with federd regiond office
saff reveded concerns about their capability to monitor performance. Recent cutbacks in the staff
a regiond offices of the Department of Hedlth and Human Services raises concerns about whether
intensgve (or even moderate) oversght of grantee performance is possble. Smilar concerns could
presumably arise if, for example, the grant officer saff does not grow as the number of Hedthy Start
grantees grows. A performance monitoring process thet is feasible on paper but not in practice is
likely to be viewed with cynicism, and if grantees fed this way about the process they will not be
inclined to try to meet performance standards.

Another potential barrier to making standards and performance measurement work is that
grantees data collection capabilities are limited. Some grantees reported that the data requirements
for perfformance measurement are unredistic. For instance, most HRSA programs, do not have

gandard person level data collection. Many grantees asked HRSA to provide, more technical
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assgtance in the area of data development, including, perhaps, helping to develop standard software
packages that would be provided free. To the extent that reporting requirements could be
standardized across HRSA programs, this would represent a potentia cost savings to grantees. One
CHC reported that it had to purchase one software package for Ryan White reporting and another

for CHC reporting.

D. PROGRAM TECHNICAL ASSISTANCE

It is difficult and expendve to provide effective technicd assstance to such diverse grantees and
local programs, yet many reported needing such assstance from HRSA and agppreciating it when it
was given. An example of a very helpful process is the “MCH pyramid,” which the MCH Bureau
has advocated as a conceptua approach to refocusing the Title V' program. State programs have
used the “pyramid’ extensvely in deciding how to plan for the dlocation of gate Title V funds.

The PCAs, which are often funded to provide such assigtance, caution that CHCs (and
presumably other programs) may not know when they need assstance and so may not be receptive

to it. Assgance in the following areas might be viewed favorably:

« Approaches to collaboration
God sting, performance measurement, data systems, and evauation

Approaches to cogsting services, both for reimbursing providers and for billing managed
care plans

Grant writing and obtaining nonfederd funding
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Grantees offered the following suggestions about how to improve the technical assstance

process:

. Provide more user-friendly written materids

Rely on innovative technology such as chat rooms and did-in teleconferencing. Chat
rooms can be especidly helpful in times of change-for example, when rate-setting
approaches are revised.
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V. HRSA STAFF FEEDBACK

In this chapter, we discuss HRSA daffs impressions of the methodology as a learning tool for

HRSA management.

A. THE PILOT STUDY AS A LEARNING TOOL FOR HRSA MANAGEMENT

As a learning tool for HRSA management, the pilot study has been useful in three main ways.
Fird, the dte vidts dlow HRSA representatives to view directly the hedth care infrastructure
associated with HRSA programs and to examine the interaction of HRSA programs. The vidts dso
dlow grantees to explain the value that HRSA funds add to their program operation.  Through this
process, the vidts expose HRSA team members to programs other than their own and to the
communities ther programs serve. The vidts aso generate many ideas for improving HRSA

programs. Findly, the vidts have simulated new hypotheses that could guide future evauations.

1. Opportunity to View Infrastructure Building at the Community Leve

The vdue of the Ste vidts lies in the opportunity they afford HRSA r@raa\t&iVS to observe
programs and to learn firdhand how they contribute to infrastructure building. HRSA
representatives, acknowledge their own chdlenge of having to explain “infrastructure building” to
those outsde HRSA and, in some cases, to those in the agency, including the adminigtration.
Having observed infrastructure activities directly, HRSA representatives now fed that they are better
equipped to explain them and thus to explain the importance of HRSA funds in fostering such
activities in communities. In addition, representatives believe tha they now have more insght into

different models of infragtructure building and into grantees needs for technica assstance.



Most HRSA representatives told us that, in addition to providing them modes of infrastructure
building, the Ste vidts aso provided invaluable opportunities to observe programs at the community
levd. They got a firshand view both of the chalenges and frudtrations faced by program managers,
paticulaly for HRSA programs with which they are less familiar. One HRSA representative
commented that the Ste vidts increased her awareness of just how pressing public hedth needs are
in these communities. For another representative, the vidts brought to light the distance between
people of different races and politicd affiliations, and how these differences chdlenge the
collaborative process. Moreover, the dte vists have reminded HRSA representatives that federd,
state, and loca politics play a key role in the relationships among programs.  Site visitors learned
more about organizational tensons between some HRSA programs and the perception that these

tensons were, in part, offshoots of poor program relationships at the federd leve.

2. ldeas for Improving HRSA Programs and Program Requirements

Informants enthusiagtically offered suggestions for improving HRSA programs, many of which
‘the HRSA representatives found worthy of management congderation. Particularly attractive
suggedions included  danifying ‘program expectations around collaboration, improving the
readability of the program application and other documents, providing more technica assstance
around performance measurement and the costing out of services, and providing better opportunities
for sharing information among program grantees.

The dte vidgt experience dso emphasized for HRSA representatives the need to improve
collaboration among HRSA programs. To address this problem, some HRSA representatives
suggest holding a regiond meeting for al HRSA-funded program representatives. This would not

only give program representatives an opportunity to provide HRSA with feedback regarding
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program challenges and other issues but would aso create an avenue through which HRSA-funded
programs could collaborate.

HRSA representatives note that some regiond meetings could focus on improving collaboration
with other Hedth and Human Services programs that interface with HRSA programs. The
representatives point out that informants a dl three Stes highlighted the difficulties involved in
interfacing with Substance Abuse and Mentd Hedth Services Adminigtration-supported programs.
Many of these programs receve Ryan White funds but are not well-integrated into Ryan White
planning councils or consortia. Involving these programs in regiond meetings could contribute to
a more seamless sysem of care in the community.

The dte vidts added to the HRSA representatives understanding of how grantees fed about
program requirements. For example, program requirements and guidance related to community
participation has made a big difference, from program to program, on the sructures for
collaboration. Ryan White consortia appear much more sophigticated in terms of dructure and
decison making than did the Healthy Start consortia HRSA representatives were pleased to learn
that Title V and Hedthy Start program informants welcomed the notion of accountability as a means
to improve their programs. Ryan White informants fet otherwise. They expressed strong negetive
fedings about the utility of the standard annua adminigtrative report and the burden it imposes on

the program.

3. Opportunities for Hypothesis Development and Ideas for Future Evaluations
The methodology in this pilot study is not intended to be used for formaly evauaing HRSA
programs. However, it has proven extremely useful for stimulating ideas and hypotheses to be tested

in more forma evauations and as a method to assess performance measures related to infrastructure



building. In this section, we give examples of research topics, suggested by the pilot methodology,
that might be explored in the future.

During gSte vidt debriefing, it became clear that the research teams were developing research
questions as they continuoudy reflected on issues raised throughout the day. For example, the
driking differences in the operation of Hedthy Start consortia and Ryan White planning councils
rased questions about the extent of guidance or direction that grantees should be given on how to
form and operate these bodies. An evaduation of the different models used to obtain community
input and of their effectiveness in carrying out the program gods could result in a “best practices
guide’ for involving community partners.

The research team aso noticed that HRSA programs struggle to balance the medica, behaviord,
and socid needs of clients. CHCs focus first on the medica needs of ther clients and second on
providing services that support medicd care. In contrast, Ryan White Title | program priorities
gppear to depend on the availability of medica services in the community. For example, in states
that generoudy support HIV medicd care, the priority of Ryan White Title | is to provide supportive
socid and behaviord care. An evduation that more clearly ddineates the reationship between
resources available for medica care and program priorities would help to inform HRSA about how
to refocus programs to meet community needs, in a way that is tailored to the needs of individua
communities.

Another issue worthy of evauation is the degree to which the effectiveness of a HRSA program
is related to its locetion in an organization. For example, we observed that co-locating severa
programs in the same depatment unit alowed a higher degree of collaboration among these
programs and facilitated the leveraging of additiona funds. We dso heard tha programs have

limited input into policy making around improved access to care if decisons about these policies
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occur in other divisons Sudies that attempt to ducidate the influence of locatiion and
organizationa dructure on program effectiveness could hdp HRSA “place’” programs in a way that
maximizes their possbility for success.

The dte vist experience aso prompted HRSA representatives to think more concretely about
how the pilot study could help their management think about infrastructure-building activities from
the perspective of performance measurement. In particular, there is a need to more clearly define
levels of and criteria for “better performance’ in contrast to “poorer performance.” There is dso a
need to develop a systematic gpproach to identifying missed opportunities for infrastructure building

and for assessng ther effect on communities.

B. STUDY DESIGN

Another primary objective of this pilot sudy is to identify the methodologica lessons from the
sudy. The two primary design features of this methodology which were important to test are (1)
the composition of the dte vidt research teams, which HRSA and MPR daffed, and (2) the semi-
dructured interview protocols used for data collection.

The dte vidts used joint HRSA/MPR gte vidts teams. In generd, HRSA representatives fed
that the MPR/HRSA team approach to the ste visits works very well. HRSA representatives
aopreciae being included and find great vaue in the opportunity to get a sense firsghand of ther
programs in action. HRSA representatives aso learned from participating in the interviews of
programs with which they do not regularly work. For example, HRSA MCH gaff were able to
observe the results of federa guidance for Ryan White and Hedthy Start in terms of collaboration,

assessment, and planning.



HRSA representaives dso fed the dte vigt protocols are a useful guide for the interviews in
that they were able, in most cases, to solicit vauable information from informants. They aso noted
that formulaing difficult questions (i.e., “have there been any additiona spin-off effects of your
program?‘) became easier as they gained experience with such questions and observed respondents
reactions. This experience could be used to improve future protocols, probably by shortening them
and leaving more open-ended questions.

Some HRSA representatives commented that the Ryan White, Title V, Hedthy Start, and MCH
programs are particularly good for studying approaches to collaboration, and that health professons
programs are less wdl suited for addressing this particular study issue. This does not relate to the
qudity of such programs, but rather to the fact that there are fewer collaboration requirements for
hedth professons programs.

While HRSA representatives reacted podtively to thelr Ste visit experience, they made two
important comments regarding Site-vist preparation and informant interviews. Fird, they said that
a meseting between MPR and HRSA representatives prior to the actual dte visit would be very
hdpful. Such a meeting would dlow them to exchange impressions with MPR daff after reviewing
background materids on the ste and to highlight specific issues to focus on during interviews.
Second, HRSA representatives mentioned that they would have liked to have backup dtrategies for
mesting with program directors who are unavalable during the Ste vist. Such draegies could
include budgeting for a desgnated number of telephone interviews with programs directors at a later

date.
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V1. CONCLUSIONS

This pilot study of three communities where a variety of HRSA programs currently operate was
conducted for the following two purposes.
. To identify how HRSA programs fadlitate infragtructure building a the community
level

To identify lessons from the pilot study methodology

This chapter discusses the implications of what we observed about infrastructure activities in the

following aress

+ Devdoping and sudaining drong collaborative reationships
. Conducting assessment and planning activities

Developing fiscd and human resources

It dso points a additiond measures of infrastructure building that could be used in subsequent

sudies of these issues.

A. DEVELOPING AND SUSTAINING STRONG COLLABORATIVE RELATIONSHIPS

In contrast to rurd communities, cities like the ones we visted have complex hedth care
markets. These markets represent the confluence of managed care organizations, hospitals, academic
medica centers, public hedth care ddivery systems, and community-based systems of care. Onthe
one hand, this complex aray of sysems gives HRSA prograns numerous opportunities for
collaborating to make effective hedth care accessble to people in traditiondly underserved

communities. On the other hand, a complex urban hedth care market poses sgnificant chalenges
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to collaboration. The programs we visted struggle to develop and sudtain collaborative relationships
within their own programs and with other HRSA programs. Many of these difficulties are related
to defining collaboration and understanding how to implement it. A variety of forces gopear to
influence collaboration: hitorica relationships between entities, trust, and issues related to race and
the political environment.

A history of collaboration or cooperation in the community makes it eeser to form partnerships.
In such an environment, individuas and programs are more likely to work together, trust each other,
and collaborate. In some cases, trust issues take the form of “turf’ issues, which are clearly a
problem for programs such as Ryan White and Hedthy Start. Providers involved in these programs
fear losng leadership roles or funding opportunities to other providers. In other cases, trust issues
are related to race, primarily egregious behaviors associated with past federd programs such as the
Tuskegee Syphilis Study. This negative experience has bred fear among some minority groups,
making them reluctant to collaborate with federa programs.

Federd, date, and loca poalitics dso influence the willingness of locd HRSA programs to
collaborate. Historica divisons between programs a the federd level appear to have crested
tenson between some local HRSA programs. As severa informants pointed out, collaboration at
the federa level would help to in encourage collaboration a the state and locd leve.

Programs are adso affected by changing state politics that mirror nationd trends like the move
toward competitive bidding for services. For some programs, this change has eroded trust and
collaboration among providers because they now find themsdves vying for limited program
resources. But competition has also had a positive effect on service delivery. As programs position
themsdves to maintan maket share and funding, they have consolidated, redefining their mission

and broadening their scope of services to reach previoudy underserved populations.
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Possible indicators of a program's ability to develop and sudstain effective collaborative

relaionships include measures that assess the extent to which:

. The gods of collaboration are clear, and they are understood by partners.
. Patners fed tha ther input is vaued.
. Patners believe that the benefits of collaboration will offset losses in autonomy and turf

. Strategies such as leadership training and retreets for partners are in place to ensure that
effective foomd and informa communication occurs among partners.

. Clear mission has been s, and drategies are in place, to engage racia and ethnic
minorities and grassroots representatives in the collaborative process.

Strategies are in place to minimize the negetive effects of competition among providers.

B. CONDUCTING ASSESSMENT AND PLANNING ACTIVITIES

For many HRSA programs, the grant application process has stimulated formal assessment and
planning a the loca level. While for some programs this process is somewhat perfunctory, for
others it serves as an important tool for setting priorities and guiding the fa'r‘ disbursement of
program funds.

Asessment and planning activities have had a sgnificant impact on HRSA programs  ability
to identify opportunities for improving services. We obsarved numerous examples of better-
coordinated and better-integrated services that have developed as programs assess the service
delivery landscape, identify opportunities for sharing fiscd and human resources, and dreamline
sarvices. We dso identified missed opportunities for improving services. The lack of coordination
between CHCs, PCOs, and MCH programs is an example of this Stuation. These programs serve
the same populations but conduct the mgority of ther assessment and planning activities

independently. They dso rarely share program data



Possible indicators of a program’s ability to effectively evduate and plan program activities

indude the following:

Sygemaic community participaion is included in forma assessment and planning.

Information developed as part of the assessment and planning process is broadly shared
with other HRSA programs affecting smilar populetions.

Assessment and planning are conducted jointly with other HRSA programs.

« Asessment and planning identify opportunities to improve sarvice ddivery (eg.,
coordinate or better integrate services).

+ ldentified opportunities for service ddivery improvement are acted upon.

C. DEVELOPING FINANCIAL AND HUMAN RESOURCES

Densdy populated communities with clusters of low-income and minority racid and ethnic
groups must continually secure financid and human resources to promote access to hedth care for
vulnerable populations. In the communities we vigted, HRSA funds played an extremey important
role in filling gaps in the hedth care safety-net. According to our informants, some sarvices would
not exis or would be sgnificantly reduced without HRSA funding. Programs use HRSA funds as
the means for leveraging additiond funds. We were told repeatedly that HRSA funds, regardless
of the amount, were -used to leverage additiona funds in order to expand or build upon existing
programs.

Like financia resources, the right human resources are dso key to improving access for
vulnerable populaions. A criticd barier to access in underserved communities is the lack of
physicians who are trained to address patients hedlth care needs. The family medicine programs
and the NHSC, for example, expose hedth professonds to safety-net providers, helping them learn

how to tallor care to the specid needs of vulnerable populations. Moreover, training programs aso
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provide an opportunity for hedth care providers to identify students as potentiad employees who can
bring new knowledge and up-to-date guiddines to the community.
Possible indicators of a program’s ability to effectively develop fiscd and human resources
include messures that assess the extent to which:
. Programs share funds with each other to meet smilar objectives, developing seamless
systems of care that address unmet needs.

« Program use HRSA funds to secure additiona funds to sustain or expand their activities
without losng their primary misson or focus

. Programs share human resources, such as hedth personnd, usng people from one
program to provide services for another.

. Hedth professons training programs create opportunities to integrate students into the
sarvice ddivery activities of HRSA nontraining programs, such as Ryan White, MCH,
CHC, and AETC programs).
. Programs hire hedth professonas who have been traned in HRSA-supported
programs.
D. LESSONS FROM THE PILOT STUDY
As alearning tool for HRSA management, the pilot sudy has been useful in sa/;ard ways. Fird,
HRSA representatives were able to obtain firghand knowledge of concrete infrastructure building
activities and to observe a variety of HRSA programs within the context of the communities they
serve. Second, numerous idess for improving HRSA programs were generated by informants and
HRSA representatives. In many cases, these ideas represent areas programs report needing technical
assstance (e.g., assistance in gpproaching collaboration, goa setting, and performance measurement;
assdance in developing data systems, and assgtance in the rate setting and billing process) from

HRSA. Other idess take the form of specific suggestions for how to improve the ways in which

HRSA programs conduct their activities (eg., facilitate information sharing among grantees through
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the use of computer technology, teleconferencing, and HRSA- sponsored regiona meetings, provide
more user-friendly written materids, and improve collaboration among HRSA programs a the
federd leved), Site vidts were dso vaduable in that they dimulated the identification of possble
indicators to asss HRSA in defining program performance measures in the area of infrastructure
building, as outlined above. Findly, the exploratory nature of this pilot study encouraged
brainstorming, developing idess, and new hypotheses that could be tested in more forma evauations
of HRSA programs.
The following components will contribute to the success of future dte vidts

Interview key people in the loca hedth care system, both HRSA grantees and others,
to obtain a baanced perspective on the impact of HRSA’s presence in the community

. Inves time in gathering information from HRSA grant managers and the regiond
offices as wdl as identifying existing projects that describe the community

. Organize this information so that it becomes the bass for probing interview subjects

Emphasize to potentiad respondents that the project is not a program evauation.

In summary, the pilot study was a successful first step toward a more concrete understanding
and description of the hedth care infrastructure and its development in the context of HRSA
programs. We hope that the observations presented in this report will assst HRSA managers in their

continuing effort to assess how HRSA programs improve access to care in underserved communities.
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APPENDIX A

CROSS-CUTTING CoOMMUNITY CASE STuDY PROTOCOL






. INTRODUCTION

This protocol is to be used for gdte vidts for the Cross-Cutting Community Study during
February and March 1998. Three cities will be visted: Cleveland, Phoenix, and Boston. All of the
cities are dso pat of the Community Tracking Study of the Center for Studying Hedth System
Change.

The purpose of the sudy is to evauate the interactions among specific HRSA funded programs
and the collective influence of their sponsorship on the communities in which they exis. The study
seeks to examine the infrastructure of various HRSA programs and to see how rdationships within
and among different HRSA programs accomplish certain gods. The intent is to better understand
the capacity building ability of HRSA programs so that it can be measured and the need for such
programs can be determined. The three mgjor research questions of the study are:

. To what extent do HRSA programs facilitate cooperation and partnering among
agencies to better target public hedth needs in the community?

. What are the implications of changing hedth care market forces for HRSA grantees and
for their linkages to other providers and agencies in the communities?

What is the collective influence of HRSA programs on communities?
The protocol will include an introduction in which the interviewers will provide an explanation of
the purpose of their vist. The introduction will dso provide interviewees with an opportunity to
explan the organizationa dructure of their program, and define their podtion and their specific
respongbilities within the program. The protocol includes questions that are categorized according
to five topic areas. The aress are as follows:
. Funding dreams
. Panning process
. Linkages with other programs
. Response to market changes
HRSA rdationships

To condude the interview, interviewes will ak informants to discuss ther vison for ther
respective program over the next 3 to 5 years.



We have sooken with individuds within HRSA 11 order to identify the appropriate federa leve
contacts for each program. We will speak with federal program contacts to identify grantee contacts
for each program in each ste. These contacts will be interviewed, using the following protocol.
Mogt interviews will be in person, but some will take place over the telephone. We are dso in the
process of obtaining annua grant gpplications for Title V, Ryan White, Community Hedth Centers
and Hedthy Start programs in each of the communities. These will be reviewed prior to the Ste
vidts s0 that we do not ask questions which are answered in the application.



1. RYAN WHITE PROTOCOL



*



A. INDIVIDUALS TO BE INTERVIEWED

Table | shows the individuds to be interviewed for the Ryan White Programs in each city. Also
shown is the way in which we will identify each person. and the names of those we have identified

o far.

TABLE 1

RYAN WHITE INTERVIEWEES BY SITE

Ryan White Title | Director

Sandra Chappdlle

Ryan White Title 1 Provider

MetroHealth, Infectious Disease Clinic
Dr. Robert Kalgyian

Ryan White Il Director

Sly Bods

Ryan White |l Provider

AIDS Task Force of Greater Clevdand
(Chrise Franz)

Pediatric AIDS Provider

None

Panning Council Representative

None

Ryan White Title | Director

David Paquette

Ryan White Title 1 Provider

AIDS Project Arizona
(Peter Houle, Executive Director)

Ryan White Il Director

Judy Norton

Ryan White Il Provider

Northern ConsortiazCoconino County Hedlth
Department
(Betty Brown, fisca advisor--Hagstaff)

Pediatric AIDS Provider

Bill Holt Infectious Disease Clinic
(Judy O’Haver)

Panning Council Representative

Northern Consortia-Coconino County Hedth
Department
(Betty Brown, fiscd advisor--Faggtaff)




TABLE 1 (continued)

RWTitle | Provider

East Boston Neighborhood Hedth Center:
(John Craddock-Executive Director)
Dimock Community Hedth Center
(Jackie Jenkins-Scott)

RW Title Il Director

John Auerbach/David Ayotte

RW Title Il Providers

North Shore AIDS Collaborative (Diane Kuzia)
Lynn CHC (Cathy Lique)

Pediatric AIDS Provider

Dimock Community Hedth Center: Jackie Jenkins-Scott
See Above

Panning Council Representative

Consortium  Representative

Althea Aldia Munroe (a Dimock Community Hedth
Center)




B. INTERVIEW GUIDES
B.| FEDERAL CONTACTS: PROJECT OFFICERS FOR RYAN WHITE TITLES | AND I

1 One of the ways that HRSA programs begin collaborations is through the grant application
process. Can you give me an overview of the application process for Ryan White funds? Are
there explicit, or implicit partnerships that the federd government is trying to foster, for
example, with types of provider inditutions, non-hedth socid service agencies, community-
based providers? Please tdl us what is explicitly required and what guidance you are given.
In sum, what are the expectations and how are they conveyed?

2. Are there any specific circumstances, or Stuations unique to the dte that we should be aware
of prior to our Ste vigt?

Can you give us a sense of how the program is functioning; any problems, chalenges, or
successes particularly related to linkages to other HRSA programs, or other non-HRSA hedlth
providers or agencies?

I

4. Arethere any critical partners or key players beyond the Title | Director that we should contact?

5. Have managed care and other market changes, such as mergers, begun to impact the delivery
of Ryan White services? In what way? How have changes in the market environment impacted
the delivery of care provided through Ryan White funding? Have these changes affected
program partnerships or collaborations?

B.2 TITLE [ AND TITLE II DIRECTORS
(Quedtions are to be asked of both Title | and Title Il Directors unless otherwise specified.)
Grant Application Process

1 (For TITLE I) One of the ways that HRSA programs begin collaboration is through the grant
gpplication process. In the Title | grant gpplication there is a large emphasis put on the creation
and operaion of the Planning Council, which involves the participation of many different
community members and groups. Can you tell me about the planning process for the Ryan
White Title | Grant Application? Did the process of obtaining Ryan White funding cultivate
any new partnerships or community coditions?

2. (For TITLE I1) According to the Title 1l grant application, you are required to provide
information regarding certain partnerships you maintain with other organizations which ddiver
care with Title 11 funds for the Annua Adminigtrative Report, or for the devedopment of the
Statewide Coordinated Statement of Need. Who were your partners for the Title 11 Grant
Program Application? (Omit if information is provided in the grant gpplication.)
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How was information collected during the gpplication process? Was this information shared
with other community partners? For example, is data collected regarding community
HIV/AIDS incidence and, risk factors used for purposes beyond Ryan White, such as other
community hedth program planning? Who was involved in providing informetion necessary
for the completion of the gpplication? During the application process, did you fed that you had
the capacity (for example, adequate staff) to complete the application? In your view, why are
some cities more capable than others to fulfill application requirements? Did you find the
goplication process to be a useful exercise? (Explain that we are trying to understand the extent

of importance of the grant development process resulting in something meaningful.)

Do you think the partnerships that are required by the Ryan White Grant Application would
have been created if they were not required? What do such linkages accomplish for your
program? Do such partnerships hep you in your ongoing work? How?

Ongoing Collaborations

5.

The next several questions refer to specific collaborations and partnerships that grew out of
program activities subsequent to the grant proposa process. How do such collaborations come
about? What do you fed programs and organizations need in order to cultivate hedthy
partnerships (e.g. adequate daff to pursue linkages or St on committees, requirements from
funders to collaborate, etc.)?

Does your Ryan White program interact with other HRSA funded programs in the community?
In what ways do they interact? What facilitates or prevents interaction among HRSA funded
programs? Are there benefits to the co-existence of multiple HRSA programs in a community?

Do you participate in any task forces associated with empowerment zones, Healthy Start or
others? Are these collaborations important to your program? Has the Community Planning
Group given rise to other community planning or service groups? Can you describe your
srongest collaboration, in terms of the frequency of participation and the help it gives you in
running your program?

Are there additiona partnerships that would be beneficid to the program, but do not exist?
Why do you think these linkages do not exig? Did Ryan White requirements play a role in
hindering these linkages?

Have there been any other additiona spin off effects of your planning council

(Title I)/consortium (Title I1) activities (such as leadership development, policy development,
quality improvement, expanded services, new collaboraions, infrastructure development,
traning and continuing education)?
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Market Changes

10. Have managed care and other market changes, such as mergers, begun to impact the ddivery

11.

12.

13.

of Ryan White services? In wha way? How have changes in the market environment impacted
the delivery of care provided through Ryan White funding? Have these changes affected
program partnerships or collaborations in either a podtive or a negative way?

Changes in the sze of the “safety net” have resulted in a question of which organizations,
agencies and/or programs comprise the safety net now and how shrinking in some parts of the
net is putting more pressure on other traditional safety net services. How do you see these
changes affecting the way in which Ryan White program activities are conducted?

Do you envision the need to develop new partners to help you implement these changes?
Did the Ryan White grant affect spending priorities in the community? HRSA programs often

make certain aspects of a program a priority. Do you fed this, in turn, impacts the way the
community sets its own agenda with regard to program activities and funding alocation?

HRSA’s Role

14,

HRSA sponsors many community-based programs. Looking at your program, do you fed there
are HRSA requirements that contribute to the delivery of program services, or ones that create
barriers for more effective collaboration?

15. Are there explicit, or implicit partnerships that the federa government is trying to foser, for

16.

example with types of provider ingtitutions, non-hedth socid service agencies, community-
based providers? Please tdl us what is explicitly required and what guidance you are given. In
sum, what are the expectations and how are they conveyed?

Are the performance measures and reporting requirements helpful? Beyond Ryan White, do you
have performance requirements from other funders? What are they?

Wrap-up

17. Can you give us a sense of how the Ryan White program is functioning here; any problems,

chalenges or successes? How do you see your program changing, if at al, over the next 3to 5
years?
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B.3 RyaN WHITE PROVIDERS

(To be asked of both Title |, Title I, and Pediatric AIDS Providers)

L

2.

Can you briefly describe the activities of your program?

Wheat proportion of your program activities are supported by Ryan White funds? What services
do you provide with Ryan White funding?

What are your other funding sources? In what ways has Ryan White funding helped attract
other funds or provided core support that enables you to provide specific services?

Were you involved in the Ryan White grant application and planning process? What role did
you play? What was the planning process for the gpplication? Did the process lead to new
collaborations among groups that were not previoudy linked?

The next question refers to specific collaborations and partnerships that grew out of Ryan White
Grant requirements and program activities. First, can you tak a little bit about the purpose
behind the linkages that exist to enhance the Ryan White program? Do you collaborate with
Hedth Department at the state or local level? How do collaborations come about and what do

you fed programs and organizations need in order to cultivate hedthy partnerships? Do you
apply for other HRSA grants? Do your linkages with other HRSA programs/grants, with
government agencies, and with provider inditutions have different purposes? What are they?
Are the requirements for different HRSA grants complimentary or contradictory to one another?

Have you developed new partnerships as a result of your participaion in the Ryan White
program? Would these exist without Ryan White funds? What do these Ilnkages accomplish?
Do you have a sense for why partnerships exist at al?

In addition to the services you provide with Ryan White funds, have there been any other
additiona spin off effects (such as leadership development, policy development, qudity
improvement, expanded services, new collaborations, and infrastructure development, training
and continuing education)?

Have managed care and other market changes, such as mergers, begun to impact the delivery
of Ryan White services? In what way? How have changes in the market environment impacted
the delivery of care provided through Ryan White funding? Have these changes affected
program partnerships or collaborations?

Before we end, | would like to ask about hedth personnd training and resource issues. HRSA
supports a variety of training activities in the (Clevdand) area.

Interviewer: (FYI--HRSA funds support the training of nurses, nurse practitioners, nurse

midwives,  family medicine phydcans (dudent and faculty), pediatric felowships,
disadvantaged hedth professons students, hedth administration traineeships, hedth career
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opportunity programs a the following schools: Case Western School of Med, Bolton School
of Nurgng, Clevdand State University Nursing, Cuyahoga Community College Metro Campus,
and the Ohio Coallege of Podiatric Medicine.

Has your program benefitted in any way from these programs--for example--has it been easier
to attract providers (primary care providers, nurses, etc.) to your (Center) because these
programs exig in the area?

Does your center have formd linkages or collaborate with these programs in any way?--for
example--Does your center serve as a training Ste for undergraduate and graduate students or
provide mentors for students, participate in “grand rounds’ on HIV a Case Western or Bolton?

Do providers a your center have greaster access to continuing education and other training
programs because these programs exist in the area?

Has your center developed or entered into other relationships or participated in other activities
because of your involvement with these programs?--for example--participation in a community
task force on HIV lead by Case Western, participation in a local school based HIV education
program that arose from linkages created through the hedlth careers opportunity program at the
school?
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I1l. HEALTHY START PROTOCOL



*v




A. INDIVIDUALS TO BE INTERVIEWED

CLEVELANSE . o @ # &
HS Director Juan Molina Crespo
HS Provider Phyllis Burton-Scott at Northeast Ohio Neighborhood Hedth

Centers (this is the renamed Cleveland Neighborhood Hedth
Services/Hough-Norwood

HS Director Diane Chrigmas

HS Provider

B. INTERVIEW GUIDES
B.| FEDERAL CONTACTS
None Planned for Hedthy Start
B.2 LocaL CONTACTS
HEALTHY START PROJECT DIRECTORS
INTERVIEW GUIDES
Grant Application Process

1 One of the ways that HRSA programs begin collaborations is through the grant gpplication
process. Can you give me an overview of the application process for Hedthy Start funds? Are
there explicit, or implicit partnerships tha the federd government is trying to foder, for
example with types of provider inditutions, non-hedth socid service agencies, community-
based providers? Please tdl us what is explicitly required and what guidance you are given.
In sum, what are the expectations and how are they conveyed?

2. Inthe gpplication there is alarge emphasis put on the cregtion and operation of the Hedthy Start
Consortium, which involves the paticipaion of many different community members and
groups. Did the process of cregting the Consortium, to fulfill the HRSA requirement, cultivate
any new partnerships or community coditions?
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3.

How was information collected during the application process? Weas this information shared
with other community partners? For example, is daa collected regarding community infant
mortdity and risk factors used for ‘purposes beyond Hedthy Start, such as other community
hedth program planning?

Who was involved in providing information necessary for the completion of the application?
During the application process, did you fed that you had the capecity (for example, adequate
daff) to complete the gpplication ? In your view, why are some cities more cgpable than others
to fulfill gpplication requirements? Did you find the gpplication process to be a useful exercise?
(Explain that we are trying to understand the extent of importance of the grant development
process resulting in something meaningful.)

Beyond Hedthy Start, do you have performance requirements from other funders? What are
they? How do performance requirements contribute to the delivery of program services?

Ongoing Collaborations

6.

The next question refers to specific collaborations and partnerships that grew out of Hedthy
Stat requirements and program activities. First, can you tak a little bit about the purpose
behind the linkages that exist to enhance the Hedthy Start program? How do collaborations
evolve and what do you fed programs and organizations need in order to cultivate hedthy
patnerships? Do you apply for other HRSA grants? Do your linkages with other HRSA
funded programs, with government agencies, and with provider inditutions have different
purposes? What are they? Are the requirements for different HRSA grants complimentary or
contradictory to one another?

The grant specifies areas in which collaborations should exig--are there other ways in which
your participation in Hedthy Start has alowed you to collaborate with other loca governmenta

organizations, and other loca agencies? Do these collaborations continue to exis? For
example, has the Consortium given rise to other community planning or service groups? Can
you describe your strongest collaboration?

Have you developed new partnerships as a result of your participation in the Hedthy Start
program? What do you think these linkages accomplish?

Are there additiona partnerships that would be beneficid to the program, but do not exist?
Why do you think these linkages do not exist?



10. Are there explicit, or. implicit partnerships that the federd government is trying to foder, for

11

12.

example with types of provider inditutions, non-hedth socid service agencies, community-
based providers? Please tell us what is explicitly required and what guidance you are given. In
sum, what are the expectations and how are they conveyed?

Does the Hedthy Start program interact with other HRSA funded programs in the community?
In what ways do they interact ? What facilitates or prevents interaction among HRSA funded
prograns? What are there benefits to the co-exisence of multiple HRSA programs in a
community?

In addition to the services you provide with Hedthy Start funds, have there been any other
additiona spin off effects (such as leadership development, policy development, qudity
improvement, expanded services, new collaborations, infrastructure development, and training
and education)?

Market Changes

13.

14.

15.

16.

Have managed care and other market changes, such as mergers, begun to impact the ddivery
of Hedthy Start services? In what way? How have changes in the market environment
impacted the ddivery of care provided through Hedthy Start funding? Have these changes
affected program partnerships or collaborations?

Changes in the gze of the “safety net” have resulted in a question of which organizations,
agencies and/or programs comprise the safety net now and how shrinking in ‘some parts of the
net is putting more pressure on other traditional safety net services. How do you see these
changes daffecting the way in which Hedthy Start program activities are conducted?

Do you envison the need to develop new partners to help you implement these changes?

Did the Hedthy Start grant affect spending priorities in the community? HRSA programs often
make certain aspects of a program a priority. Do you fed this in turn, impects the way the
community Sets its own agenda with regard to program activities and funding dlocation?

Wrap-up

17.

We would like you to give us a sense of what to look at to detect how the Hedthy Start program
is functioning in terms of linkages with other hedth and socid service organizations and in
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developing an infragtructure for service delivery? How do you see your program changing, if
a al over the next 3 to 5 years?

B.3 HEALTHY START PROVIDER QUESTIONS (Subcontractors)

L

Can you briefly describe the activities of your program?

What proportion of your program activities are supported by Hedthy Start funds? What services
do you provide with Hedthy Start funding?

Were you involved in the Hedthy Start grant gpplication and planning process? What role did
you play? What was the planning process for the application? Did the process lead to new
collaborations among groups that were not previoudy linked? Do you collaborate or coordinate
with the Hedth Department at the sate or loca leve?

Can you tdk a little bit about the purpose behind the linkages that exist to enhance the Hedlthy

Start program? How do collaborations evolve and what do you feel programs and organizations
need in order to cultivate heathy partnerships? Do you apply for other HRSA grants. Do your
linkages with other HRSA funded programs, with government agencies, and with provider
inditutions have different purposes? What are they? Are the requirements for different HRSA
funded programs complimentary or contradictory to one another?

Do you think the partnerships that are required by Hedthy Start would have been created if they
were not required? What do you think these linkages accomplish?

In addition to the services you provide with Hedthy Start funds, have there been any additiona
oin off effects of the program (such as leadership development, policy development, qudity
improvement, expanded services, new collaborations, infrastructure development, and training
and education)?

Have managed care and other market changes, such as mergers, begun to impact the ddivery
of Hedthy Start services? In what way? How have changes in the market environment
impacted the ddivery of care provided through Hedthy Start funding? Have these changes
affected program partnerships or collaborations?

Before we end, | would like to ask about hedth personnd training and resource issues. HRSA
supports a variety of training activities in the (Clevdand) area
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Interviewer: (FYI--HRSA funds support the training of nurses, nurse practitioners, nurse
midwives, family medicine physicians (student and faculty), pediatric fellowships,
disadvantaged hedth professons students, hedth adminidration traineeships. hedth career
opportunity programs at the following schools: Case Western School of Med, Bolton School
of Nursing, Clevdand State University Nurang, Cuyahoga Community College Metro Campus,
and the Ohio College of Podiatric Medicine.

Has your program benefitted in any way from these programs--for example--has it been easer
to attract providers (primary care providers, nurses, etc.) to your (Center) because these
programs exis in the area?

Does your center have forma linkages or collaborate with these programs in any way?--for
example--Does your center serve as a training Ste for undergraduate and graduate students or
provide mentors for students, participate in “grand rounds’ on maternd and child hedth issues
at Case Western or Bolton?

Do providers a your center have greater access to continuing education and other training
programs because these programs exist in the area?

Has your center developed or entered into other relationships or participated in other activities
because of your involvement with these programs ?--for example--participation in a community
task force on MCH issues lead by Case Western--participation in a school based teen pregnancy
prevention program that arose from linkages created through the hedth careers opportunity
program at the school?

A-16



had




IV. COMMUNITY HEALTH CENTER PROTOCOL



had



A. INDIVIDUALS TO BE INTERVIEWED

CHC PCAs , Columbus | Joseph Doodan

CHC PCOs, Columbus | Susan Ewing Ramsay

CHC Provider John Campbdl, Director

Northeast Ohio Neighborhood Hedth Services

CHC PCAs AZ Andrew Rinde

CHC PCOs AZ Stan Hovey

HC Provider, Phoenix Sylvia Eschave, Director
Stock Mountain Park Health Center (receives HS funding, 330
funding, has school based clinics, 15-20 physician providers)

CHCPCAs MA James Hunt

CHCPCOs MA " Ann McHugh
CHC Provider Jack Craddock @ East Boston Hedth Center

Jackie Jenkins Scott @ Dimock Hedth Center
Daniel Jay Driscoll: Director Harbor Hedth Service
James Luis: Northend Hedth Center '
Ellen Hafer (in Quincy) Manet Hedlth Center

Dr. Azi Young: Mattapan Hedth Center
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B.

INTERVIEW GUIDE

B.| FepERAL CONTACTS: HRSA INFORMANTS

L.

One of the ways HRSA programs begin collaborations is through the grant gpplication process.

Can you give me an overview of the gpplication process for Community Hedth Center funds?
Do CHCs work with other partners in developing the gpplication? Are there explicit, or implicit

partnerships that the federal government is trying to foster, for example, with types of provider
ingitutions, non-hedth social service agencies, community-based providers? Please tell us what
is explicitly required and what guidance you are given. In sum, wha are the expectations and

how are they conveyed?

In what ways can HRSA grants be used to prepare CHCs for system changes? For instance,
what requirements exist that strengthen CHCs and help them prepare for hedth system changes?

Have managed care and other market changes, such as mergers and reorganization of Academic
Hedth Centers, begun to impact Clevdland Community Hedth Centers? In what ways? Have
these changes affected CHC partnerships or collaborations?

Can you give us a sense for how the program is functioning; any problems, chdlenges, or
successes paticularly related to linkages to other HRSA programs, or non-HRSA hedth
providers or agencies?

B.2 STATE CONTACTS: PCASAND PCOs

- Rdationship with HRSA

L

Can you describe the activities conducted by the PCA/PCO? Can you describe how the
PCA/PCO works with HRSA and CHCs to meet community hedth care service and educationa
and traning needs?

What aspects of HRSA leadership and direction enhance the organization and the operation of
PCO, PCA and CHC activities? Are there dements of HRSA program requirements that make

collaboration more chdlenging?

3. Beyond the HRSA requirements, do you have performance requirements from other funders?
What are they? How do performance requirements contribute to the ddivery of program
services?

Coallaborations

4. From your perspective, have there been any other additiond spin off effects of HRSA funding

to PCOs, PCAs and CHCs in the Clevdland area such as leadership development, policy
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(o]

development, qudity improvement, expanded services, new collaborations, infrastructure
development, training and continuing education?

Are there additiond partnerships that would enhance service ddivery but do not exis? Why
do you think these linkages do not exig?

[For PCOs] Are CHCs partners in the process of determining the Stat€'s unmet needs?
[For PCOs] Do you believe that the expectation to maintain a relationship with health professon

schoals in the State enhances your ability to assist or advise CHCs in recruiting hedth care
providers to medically underserved aress of the state?

. [For PCOs] What is the relationship between PCOs and hedth departments? How do

cooperative agreements contribute to this relaionship? Are there additiond spin-off effects
resulting from the cooperative agreements?

Market Changes

9.

10.

Have managed care and other market changes, such as mergers, begun to impact the ddivery
of sarvices in Clevdand? In what way? How have changes in the market environment
impacted the ddivery of care provided through Community Hedlth Centers and other programs
that serve the underserved (HRSA programs)? Have these changes affected program
partnerships or collaborations in either a podtive or a negetive way?

Changes in the gze of the “safety net” have resulted in a question of which organizations,
agencies and/or programs comprise the safety net now and how shrinking in some parts of the
net is putting more pressure on other traditional safety net services. How do” you see these
changes dfecting the way in which Community Hedth Center program activities are
conducted?

B.3 PRrRoOVIDER QUESTIONS

General Information and Grant Application Process

L

2.

Can you briefly describe the activities of your center?

What proportion of your program activities are supported by Community Hedth Center funds?
In addition to CHC funds, do you receive other HRSA or federd funding for hedth center
activities and inititives? Are the requirements for different HRSA grants complimentary or
contradictory to one another? Please describe.

3. One of the ways that HRSA programs begin collaboration is through the grant application

process. Did you lead the Community Hedth Center grant gpplication process? If not, who
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4.

were your partners and what role did you play? Did the process lead to new collaborations
among groups that were not previoudy linked?

How was information collected during the application process? Was this information shared
with other community partners. For example, is data collected regarding community hedth
problems and risk factors shared with other community hedlth providers or planners? Who was
involved in providing information necessary for the completion of the application? During the
goplication process, did you fed that you had the capacity (for example, adequate daff) to
complete the application?

On-going Coallaboration

5.

8.

The next severd questions refer to specific collaborations and partnerships that grew out of
program activities subsequent to the grant proposal process. How do such collaborations come
about? Wha do you fed programs and organization need in order to cultivate hedth
partnerships (e.g. adequate daff to pursue linkages or St on committees, requirements from
funders to collaborate, etc.)?

Does the CHC interact with other HRSA funded programs in the (Hedthy Start, Ryan White,
Hedth Care for the Homeess hedth professons training)? What do these linkages
accomplish? Are there benefits to the co-exigence of multiple HRSA programs in a
community? Do- you collaborate or coordinate with Hedth Departments at the state or local
level?

Do CHC representatives participate in any task forces associated with empowerment zones,
Hedthy Start or others? Are these collaborations important to the CHC? Can you describe your
strongest collaboration in terms of the frequency of participation and the help'it gives you in
running your program?

Are there additiona partnerships that would be beneficid to the program but do not exist? Why
do you think these linkages do not exis? Did CHC requirements play a role in hindering these
linkages?

In addition to the services you provide with HRSA funds, have there been any additiond pin
off effects (such as leadership development, policy development, quadity improvement,
expanded sarvices, new collaborations, and infrastructure development, training and continuing
education)?

Market Changes

10. Have managed care and other market changes, such as merger, begun to impact the delivery of

Community Hedth Center services? In wha way? How have changes in the market
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11.

12.

13.

environment impacted the delivery of care provided through Community Hedth Center
funding? Have these changes affected program partnerships or collaborations in either a
podtive or a negative way?

Changes in the gze of the “safety net” have resulted in a question of which organizations,
agencies and/or programs comprise the safety net now and how shrinking in some parts of the
net is putting more pressure on other traditionad safety net services. How do you see these
changes affecting the way in which CHC program activities are conducted?

Do you envison the need to develop new partners to help you implement these changes?

Does your CHC currently have any arrangements/contracts/agreements with any managed care
organizations? Please describe.

14. Have HRSA funds positioned your CHC to respond to hedth system changes? In what ways?

15.

16.

17.

For example, have HRSA funds strengthened your linkages to other locd CHCs, or have the
funds enabled you to build a dronger infrastructure that will facilitate participation in a
managed care environment?

Have HRSA requirements created barriers or hindered your ability to respond to hedth system
change or to creste more effective linkages?

Can you give us a sense of how the CHC program is functioning here; any problems, chalenges
or successes? How do you see your program changing, if at dl, over the next 3 to 5 years?

The next set of questions refer to hedlth personnd training and resource issues. HRSA supports
a vaiety of traning activities in the (Clevdand) area.

Interviewer: (FYI--HRSA funds support the training of nurses, nurse practitioners, nurse
midwives,  family medicine physdans (dudett and faculty), pediaric felowships,
disadvantaged hedth professons students, hedth adminidration traineeships, hedth career
opportunity programs at the following schools. Case Western School of Med, Bolton School
of Nursing, Clevdland State University Nursing, Cuyahoga Community College Metro Campus,
and the Ohio College of Podiatric Medicine.

Has your program benefitted in any way from these programs--for example--has it been easier
to attract providers (primary care providers, nurses, etc) to your (Center) because these programs
exig in the area?

Does your center have forma linkages or collaborate with these programs in any way?--for
example--Does your center serve as a training Ste for undergraduate and graduate students or
provide mentors for students, participate in “grand rounds’ at Case Western or Bolton?

Do providers a your center have greater access to continuing education and other training
programs because these programs exist in the area?
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Has your center developed or entered into other relationships or participated in other activities
because of your involvement with these programs ?--for example--participation in a community
task force on MCH issues lead by & se Western--participation in a school based teen pregnancy
prevention program that arose from linkages created through the health careers opportunity

program a the school?
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A. INDIVIDUALS TO BE INTERVIEWED

) CLEVELAND © © "
| Title V State Level Director Kathryn K. Peepe
Title V State Leve Provider Clevdand MetroHealth Hospitd, Child and Family
Hedth

(Dr. James Quilty) !

Title V Regiond Panning Consultant

CISS Application Information None
Title V State Levd Director Marianna Bridge
Title V State Level Provider Child and Family Hedth

(Karen Hughes, Bureau Chief)
Children with Medicd Handicaps
(Dr. IJm Bryant, Bureau Chief)

Title V Regional Planning Consultant

CISS Application Information Linda Simpson
Marianne Bridge

Title V Sate Levd Director Deborah Klen Waker

Title V State Levd Provider Lillian Shirley: Exec Director. of PH Commission
Jm Hunt & Ms. Pat Edroas, Mass League of
Community Hedth Centers

Matt Fishman (@ Brigham's and Women Partners
(hospital  contact)

Dimock CHC ( Jackie Scott Jenkins and/or Joan
Pemice)

Jamaica Plane Hedlth Center, Paula McNichols
Martha Elliot Hedth Center, Dr. Joe Caillo
Linda Shepherd (find out where she is from)
Diana Chrigmas

Title V Regional Planning Consultant | Barbara Tausey

CISS Application Information Boston Medica Center, Dr. Barry Zuckerrnan
and Janet Leigh
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B.

INTERVIEW GUIDE

B.I TITLE V STATE AND LOCAL DIRECTORS

(Quedtions are to be asked of both state and local directors unless otherwise specified.)

Grant Application Process

1l

('S

One of the ways that HRSA programs begin collaboration is through the grant application
process. In the Title V grant gpplication there is a large emphasis put on collaboration in the
planning process. There is dso mention of a five-year more intensive planning process. Can
you tell me about the planning process for the Title V Block Grant Application? Did the
process of obtaining Title V funding cultivate any new partnerships or community coditions
with other HRSA-funded programs or with non-HRSA funded community programs such as
WIC, or IDEA (an early intervention program for infants?)

How was information collected during the application process? Was this information shared
with other community partners? For example, is data collected regarding community heslth
problems and risk factors used for purposes beyond Title V, such as other community hedth

program planning? Who was involved in providing information necessary for the completion
of the application? During the gpplication process, did you fed that you had the capacity (for

example, adequate staff) to complete the gpplication? In your view, why are some cities more
cgpable than others to fulfill application requirements? Did you find the gpplication process to

be a useful exercise? (Explain that we are trying to understand the extent of importance of the
grant development process resulting in something meaningful.)

Do you think the partnerships that are required by the Title V Block Grant Application would
have been created if they were not required? What do such linkages accomplish for your
program? Do such partnerships help you in your ongoing work? How?

Ongoing Collaborations

4.

The next severd questions refer to specific collaborations and partnerships that grew out of
program activities subsequent to the block grant proposa process. How do such collaborations
come about? What do you fed programs and organizations need in order to cultivate headthy

partnerships (eg. adequate dtaff to pursue linkages or St on committees, requirements from
funders to collaborate, etc.)?

Does the Title V program interact with other HRSA funded programs in the community? How
about with other, non-HRSA funded community-based programs such as WIC and IDEA? In
what ways do they interact? What facilitates or prevents interaction anong HRSA funded and
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non-HRSA funded programs? Are there benefits to the co-existence of multiple HRSA
programs in a community?

Do you paticipate in any task forces associated with empowerment zones, Hedthy Start or
others? Are these collaborations important to your program? Can you describe your strongest
collaboration, in terms of the frequency of participation and the help it gives you in running
your program?

Are there additiona partnerships that would be beneficid to the program, but do not exis?
Why do you think these linkages do not exis? Did Title V requirements play a role in hindering
these linkages?

Have there been any other additiond spin off effects of your planning activities (such as
leadership development, policy development, qudity improvement, expanded services, new
collaborations, infragtructure development, training and continuing education)?

Market Changes

9.

10.

11.

12.

Have managed care and other market changes, such as mergers, begun to impact the ddivery
of Title V services? In what way? How have changes in the market environment impacted the
delivery of care provided through Title V funding? Have these changes affected program
partnerships or collaborations in either a postive or a negative way?

Changes in the dze of the “safety net” have resulted in a question of which organizations,
agencies and/or programs comprise the safety net now and how shrinking in some parts of the
net is putting more pressure on other traditional safety net services. How do you see these
changes affecting the way in which Title V program activities are conducted?

Do you envision the need to develop new partners to help you implement these changes?

How does the Title V block grant affect spending priorities in the community? HRSA programs
often make certain aspects of a program a priority. Do you fed this, in turn, impacts the way
the community sets its own agenda with regard to program activities and funding dlocation?
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HRSA’s Role

13. HRSA sponsors many community-based programs. Looking at your program, do you fed there

are HRSA requirements that contribute to the delivery of program services, or ones that create
barriers for more effective collaboration? Are the requirements for different HRSA grants
complimentary or contradictory to one another?

14. Are there explicit, or implicit partnerships that the federal government istrying to foster, for

example with types of provider ingitutions, non-hedth socid service agencies, community-
based providers? Please tell us what is explicitly required and what guidance you are given. In
sum, what are the expectations and how are they conveyed?

5. Are the performance measures and reporting requirements helpful? How do you expect to

respond to the data requirements of performance measurement that will be required for Title V
beginning in fiscd year 1999? Do you have such performance requirements from any other
funders? What are they?

Wrap-up

16. Can you give us a sense of how the Title V program is functioning here; any problems,

challenges or successes? How do you see your program changing, if at dl, over thenext 3t0 5
years?

B.3 PROVIDERS

1

Can you briefly describe the activities of your program?

What proportion of your program activities are supported by Title V funds? What services do
you provide with Ryan White funding?

What are your other funding sources? For example, do you apply to other HRSA programs?
Are the requirements for different HRSA grants complimentary or contradictory to one another?
In what ways has Title V funding helped attract other funds or provided core support that
enables you to provide specific services?

Were you involved in the Title V grant application and planning process? What role did you
play? What was the planning process for the gpplication? Did the process lead to new
collaborations among groups that were not previoudy linked?
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The next question refers to specific collaborations and partnerships that grew out of Title V
Block Grant requirements and program activities Firdt, can you tak a little bit about the
purpose behind the linkages that exist to enhance the Title V program? (Specificaly, do you
collaborate with the Hedlth Department a the state or local level? How do collaborations come
about and what do you fed programs and organizations need in order to cultivate hedthy
partnerships? Do your linkages with other HRSA, with non-HRSA programs, with government
agencies, and with provider inditutions have different purposes? What are they?

Have you developed new partnerships as a result of your participation in the Title V' program?
Would these exig without Title V funds? What do these linkages accomplish? Do you have
a sense for why partnerships exist a dl?

In addition to the services you provide with Title V funds, have there been any other additiond

soin off effects (such as leadership development, policy development, qudity improvement,
expanded sarvices, new collaborations, and infrastructure development, training and continuing
education)?

Have managed care and other market changes, such as mergers, begun to impact the ddivery
of Title V services? In what way? How have changes in the market environment impacted the
delivery of care provided through Title V funding? Have these changes affected program
partnerships or collaborations?

Before we end, | would like to ask about hedth personnd training and resource issues. HRSA
supports a variety of training activities in the (Cleveland) area.

Interviewer: (FYI1--HRSA funds support the training of nurses, nurse practitioners, nurse
midwives, family medicine physicians (student and faculty), pediatric fellowships,
disadvantaged hedth professons students, hedth adminigtration traineeships, hedth career
opportunity programs a the following schools. Case Western School of Med, Bolton School
of Nursng, Clevdand State Universty Nursing, Cuyahoga Community College Metro Campus,
and the Ohio College of Podiatric Medicine))

Has your program benefitted in any way from these programs--for example--has it been easier

to attract providers (primary care providers, nurses, etc) to your (Center) because these programs
exig in the area?

Does your center have forma linkages or collaborate with these programs in any way?--for
example--Does your center serve as a training Ste for undergraduate and graduate students or
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provide mentors for students, participate in “grand rounds’ on materna and child hedlth issues
at Case Western or Bolton?

Do providers a your center have greater access to continuing education and other training
programs because these programs exist in the area?

Has your center developed or entered into other relationships or participated in other activities
because of your involvement with these programs ?--for example--participation in a community
task force on MCH issues lead by Case Western--participation in a school based teen pregnancy
prevention program that arose from linkages created through the hedth careers opportunity
program a the school?



VI. AHEC PRrotocoL
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A. INDIVIDUALS TO BE INTERVIEWED

Site . State Representative | Local Provider

Clevdand Cathy Vasquez Susan Wintz, Case Western

Phoenix Don Proulx Georgia Hal, Maricopa AHEC

Boston Michad Huppert Dr. Peter Shaw, Boston University
Michelle Urbano, Boston Medical Center

B. INTERVIEW GUIDES
B.| FEDERAL CONTACTS

(not to be interviewed)

B.2 StaTE AHEC D RECTORS

(not to be interviewed)

B.3 AHEC PROGRAM DIRECTORS
Program and Funding Streams

1  Pease decribe your AHEC ‘program. (Misson of program--probe for how activities in
resdency and graduate training, continuing education, undergraduate hedlth careers training and
community hedth education are provided to meet the needs of the community. Are there
activities in dl areas or has the program focused on just one area? Why?)

2. How long has the program received AHEC funding? Whet portion of total funding does AHEC
funding currently represent? Does the program receive other federa funding? (Wha type--
identify other HRSA funding). Some AHECs have experienced dgnificant reductions in
funding. Have community collaborations, private foundation grants, and other sources been
tapped to maintain the program? Please describe. Do you agpply for other HRSA grants? Are
the requirements for other HRSA grants complimentary or contradictory to one another?
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Planning Process

3.

Please describe your partners in developing the AHEC application. Probe for higher education
partners, hospitals, hedth departments, community-based providers, high schools and advisory
board/commission partners. Who is on the AHEC board (get a list of board members)?

Did these partnerships previoudy exis or were they developed as part of the gpplication
process? (Identify the 501 C-3 community based organization partner-explicit partner and
relationships with PCAs and PCOs). Are there other implicit partnerships or collaborators? Has
the AHEC program alowed you to cultivate partnerships that did not dready exist? How did

these partnerships come about? What do you fed programs and organizations need in order to
cultivate hedth patnerships (adequate saff to pursue linkages or St on committees,

requirements from funders to collaborate).

What process is in place for identifying community hedth care provider education and training
needs? Who are your partners in this process?

Linkages with Other Programs

6.

Please describe any relationships the program has developed with Community Hedth Centers
and other hedth agencies/organizations. (Do linkages or collaborations exis with Academic
Medica Centers, hospitals, managed care plans, and Hedlth Departments a the state and local
levels?)

Response to Market Changes

7.

9.

Have managed care and other market changes such as mergers and redignment of hedth care
providers begun to impact the AHEC program. In what way? Have these changes affected
program partnerships or collaborations?

Have changes in the “safety net” had a repercussion on education and training needs? How do
you see these changes affecting the way in which the AHEC conducts its activities?

In addition to the education and training services the AHEC program provides in the
community, have there been any other additional spin-off effects (leadership development,
policy development, quaity improvement, infrastructure development or sharing, new programs
that have spun off)?
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HRSA Relationships

10. HRSA sponsors many community-based programs. Looking at your program, do you fed there
are HRSA requirements that contribute to the ddivery of educational and training services. or
ones that create barriers for more effective collaboration?

Wrap-up

I1. Can you give us a sense of how the AHEC program is functioning here; any problems,

challenges or successes? How do you see your program changing, if at dl, over the next 3 to
5years?
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